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THE HINSDALE SANITARIUM AND HOSPITAL 
FINDS MEALPACK FOOD SERVICE 


ELIMINATES FOOD 





TEMPERATURE PROBLEMS 


Student Nurse Ira Hansen serves a Mealpack Meal to patient at Hinsdale Sanitarium 


and Hospital, Hinsdale, Ill. 


**MEALPACK has completely eliminated 
patients’ food complaints...”’ 


Hospitals equipped with the Mealpack Food Service System agree 
with this statement. SO...GO MODERN, GET MEALPACK! Join the 
hundreds of coast-to-coast hospitals enjoying the advantages and sav- 
ings of Mealpack’'s unique vacuum-seal! Here are examples of the many 
who have installed or contracted for Mealpack Systems during recent 


months: 


No. PT's 
SERVED BY 
NEW HOSPITALS MEALPACK 


Aliquippa Hospital, Aliquippa, Pa 
Battle Creek Osteopathic Hospital, Mich.. 
Citizen's Memorial Hospital, 

Victoria, Texas 
Eugene DuPont Memorial Convalescent 

Hospital, Wilmington, Del 
Fort Worth Osteopathic Hospital, Texas.. 
Gratiot Community Hospital, Alma, Mich.. 86 
Hamilton Memorial Hospital, Dalton, Ga.. 76 
Holy Cross Hospital, Fort Lauderdale, Fla.136 
Home for Aged Lutherans, 

Wauwatosa, Wis... ..cccccecsesecs 
Johnson County Hospital, Franklin, ind... 
Medical Center, Washington, D. C 
Milwaukee County General Hospital, Wis.. is0 
Piedmont Hospital, Atlanta, Ga. 240 
Saint Jude's Hospital, Fullerton, Colif.. 

E. G. Williams Hospital, Richmond, Va....430 
Wyoming Volley Hospital, 
Wilkes-Barre, Pa. 


CONVERSIONS 

Altoona Hospital, Altoona, Pa.. 
Atlantic City Hospital, N. J.. 

Ball Memorial Hospital, Muncie, in 
Barksdale Air Force Base, La 
Burlington Hospital, Burlington, la 


No. PT's 
SERVED BY 
CONVERSIONS (cont'd) MEALPACK 


Connecticut State Hospital, Russell Hall, 
Middleton, Conn. 
Cooper Hospital, Camden, N. J.. oe 
Essex County Sanatarium, Verona, N. i 
Gordon Crowell Memoric! Hospital, 
Lincolntown, N. 
Hillcrest Medical Center, Tulsa, Okla..... 
Jane Lamb Memorial Hospital, Clinion, la.100 
Kennestone Hospital, Marietta, Ga 150 
Lutheran Hospital, Fort Wayne, Ind 
Maxwell Air Force Base, 
Montgomery, Ala 
Memorial Hospital for McHenry County, 


Methodist Hospital of Brooklyn, N. Y..... 375 
Nassau Hospital, Mineola, N. Y......+++ 326 
National Naval Medical Center, 

Bethesda, Md 48 
Norton Memorial Infirmary, Louisville, Ky..280 
Orange Memorial Hospital, 


Orlando Air Force Base, Fla 

Osteopathic Hospital of Kansas City, Mo.. = 
Shaw Air Force Base, S. C 

Springfield City Hospital, Ohio 

Suburban Hospital, Bethesda, Md 

Swedish Hospital, Seattle, Wash. 

University of Alberta, Edmonton, Canada.538 


OQMealpack 


MEALPACK CORPORATION ©: EVANSTON, ILL. 


WRITE for the Mealpack story and a list of installations near you. We! 
are ready to show you how a Mealpack installation in Your! 


hospital can earn $150-per-bed-per-year benefits—or more! 


These 4 basic vnits make-up cath aloo ton 
—<—_ 


MEALPACK CONTAINER 


SOCCHOSC CESS ERESESESSEHEFEEE 


MEALPACK MULTI-DUTY 
TRAY SETTING TABLE 
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Our Cover 


With this issue the subtitle of HOSPITAL MANAGEMENT has been 
changed to represent more accurately its true purpose which is to 
function as the 
JOURNAL FOR ADMINISTRATORS AND DEPARTMENT HEADS. 

The cover picture is reproduced from “Hospital Organization and 
Management” by Malcolm T. MacEachern, M.D., published by Physi- 


cians’ Record 


Co., Chicago, Ill. 














Small Hospitals’ Clinic 
Press-Radio Code 


of the South Dakota Medical Association 


® IT IS RECOGNIZED that the primary 
obligation and responsibility of hos- 
pitals and physicians is the care of 
the sick and injured and that news- 
papers, radio and television exist for 
the common good and function to 
bring matters of general interest to 
their readers, listeners and viewers, 
quickly and factually. Physicians or 
hospitals should not be required to 
provide the details identified with 
accidents or other acts of violence 
— such information should be pro- 
cured from other sources. 

It shall be the responsibility of 
each hospital administrator to dele- 
gate authority to individuals within 
the hospital to give authentic infor- 
mation to the press, radio and tele- 
vision at all times, day and night. 
The South Dakota State Medical 
Association provides a panel of 
physicians and alternates in the 
several fields of medicine to serve 
in a similar capacity for the medical 
profession of this State. 


For police cases the following 
items of public information may be 
released without the patient’s con- 
sent: 

Personal: 

A. Name 

B. Address 

C. Sex 

D. Approximate Age 

E. Occupation 

F. Name and address of nearest 

relative or responsible per- 
son. 
Condition of Patient: 
A. Report as 
1. Good 





The primary purpose of this 
“Code” is the maintenance of 
an amicable, harmonious rela- 
tionship between hospitals, the 
medical profession and all 
sources of public information in 
South Dakota and the adjacent 
areas, serving the best interests 
of both the patient and general 
public. 











South Dakota Medical Association's Com- 
wing 9 on Press-Radio Code 

Roy E. Jernstrom, M.D., Chairman, Rapid 
City; E. A. Rudolph, M. D., Aberdeer:: steve 
Brzica, M.D., Sioux Falls. 


2. Fair 

3. Serious 

4. Critical 

5. Dead on Arrival 


B. Make no additional descrip- 
tion of patient or condition. 
C. Make no prognosis. 


Nature of Accident: 

A. Be brief in stating how ac- 
cident allegedly occurred, 
such as by automobile, fall, 
burn, poisoning, shooting, 
stabbing, etc. Give no details. 

B. Never state or imply that in- 
jury was self-inflicted. 

C. Do not state or infer that pa- 
tient was intoxicated. 

D. Describe extent of injuries 
briefly as follows: 

Fractures — If confirmed by 
X-ray, state location by nam- 
ing limb or area involved. If 
not confirmed by X-ray, use 
words “possible fracture” and 
location by limb or area only. 
If confirmed, it may be stated 
that the fracture is simple or 
compound. 
Head Injuries — State head is 
injured, but do not say skull 
is fractured unless confirmed 
by X-ray. No prognosis. 
Internal Injuries — State gen- 
eral location only, such as 
chest and/or abdomen. 
Shooting and/or Stabbing — 
State there is penetrating 
wound and general location, 
such as arm, chest, back, etc., 
but no statement may be made 
as to how the accident oc- 
curred, that is, accidental, 
suicidal, homicidal, or in a 
brawl, nor may the environ- 
ment .under which the acci- 
dent occurred be given. Refer 
to police for details. 
Poisoning — State patient is 
poisoned, but no information 
may be given as to kind of 
poisonous substance, such as 
mercuric-chloride, phenol or 
carbon monoxide, unless 
proved, nor may any state- 
ment concerning the motive, 
whether accidental or suicidal, 
be given. 

Please turn to page 23 
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Sister John of the Cross, 


Administrative assistant in 
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Providence Hospital, Seattle, 
Wash. 


Paul H. Fesler, 


Consultant to the Dean, Univer- 
sity of Oklahoma School of 
Medicine. Oklahoma City, Okla. 
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Superintendent, Sherman Hospi- 
tal, Elgin, Illinois 


Miriam L. Neff, Ph.D., 
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Milwaukee Hospital, Milwau- 
kee, Wisconsin 
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refer to 
HOSPITAL PURCHASING FILE 
for listing and prices 


CANADIAN DISTRIBUTORS 
INGRAM & BELL LTD. 
HEADQUARTERS: TORONTO 


RE RI RNR EE 
FLEX-STRAW. 


PATENTED 


santa monica, california 


FLEX-STRAW 
best from every angle 





a A 
FLEX-STRAW 


bends to any angle 

for use in hot and cold liquids 
disposable... paper based | 
safe...sanitary 


original cost the only cost 





packed 500 to box « 20 boxes to case of 10,000 


unwrapped or individually wrapped 


FLEX-STRAW CO. 
2040 BROADWAY 
SANTA MONICA, CALIF. 


| 
| 
| 
please send samples iterature. DEPT. HM 
| l d les and literatur 
| ‘ 
| i, SERIE Pe Ce re PE PEPE es ee EOE ee OER pe eee 
PAGS, 5 x ies 65 aie Seek ae CoN ew he a Rbnks (55 bbe beh es tees : 
| Hosp 
PARNER ES EO RNs OS AEE 
Pitty; oc sess) eee ee HSI. hi x ketenes 
Lace cine cin counce ims este come Si seb ei Sn Se su Sams smn si. ss sl in el on: sta 


For more information, use postcard on page 107. 
































How’s Business 










































































® LAST MONTH, “How’s Business” asked its par- 
ticipants the following question: 

“Do you operate on a strict accrual basis in 
regard to charges to patients so that the receiv- 
ables total at the end of the period includes 
charges for all services rendered to patients 
through the last day of the period whether billed 
or not?” 

The replies were gratifying. 87 percent of our 
Cae ce sample answered “yes”. Of the negative replies, 
bn almost all reported that only billed charges - 
shown as receivables. 





CHARGES (PER BED) 
VS. EXPENSES 
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= During the past year the “How’s Business” 
sample has. been doubled in numbers and will 
continue to be increased until July 1958 when 
it will be stabilized. 

Hospitals wishing to participate are still wel- 
come. * 





EXPENSES (OCCUPIED BEDS) 
—------ CHARGES (OCCUPIED BEDS) 
EXPENSES (TOTAL BEDS) 
CHARGES (TOTAL BEDS) 
j l | 








ON, ee, eee 





December, 1955 
January, 1956 
Mocn%o 1956 


Average Monthly Occupancy 
(on 100 per cent basis) 


March, 1955 


Average ag ms ‘as Patient Stay 


August, 55 
September, 1058 
October, 1955 
November, 1955 


August, 
September, 1956 
Qctober, 1956 


August, 
September, 
October, 1956 


OCCUPANCY OF HOSPITALS 
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Average Patient Charges Per 
Bed Per Month (Total Beds) 


May, pa oe seeccececees 6620.03 


Average Patient Charges 
Per Occupied Bed Per Month 


Bay, 1935. 2... 
jane 1955 
uly, 1955 
August, 1955 ......... anus 


August, 1955 August, 1955 


——— 1955 


October, 


5 


N owen ig 1955 
December, 1955 


September, 


1955 


October, 1955 
November, 1955 
December, 1955 


September, 


1956 


October, 1956 


September, 1955 


October, 1955 


November, 1955 
a 1955 


January, 1 


February, 1956 


March, 1956 


sinless 51 
September, 1955 ...... - +. 594.01 
October, 1955 
November, 1955 
December, 1955 ... 
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by the answer to both a patient's and a 


CONVENIENT 
SAFE 


pe seo G plus 300,000 units 
a G procaine 
Sutrate SoLution 1 gram 


50.5 gram Bete tomyci sulfate 
Soc. Hosp. Pharm, 12:144 (March-April) 1955. 








October 1956 Regional How’s Business Report 


SOUTH ATLANTIC SOUTH CENTRAL 
Connecticut, Maine, Mass., Del.. Ga., Md., N. C., | Ala.. Ky., Miss., Tenn., 
N. H., R. i, Vermont -s. Cc. Gee Ww. Va., D. Cc. Ark., La., Okla., T 


NO. OF BEDS 1-100 101-225 226-up 101-225 226-up} 1-100 101-225 226-up} !-100 101-225 


AV Ne. OF ADULT 
PATIENT DAYS 877 3,371 = =8,719 3,67) 8,219) 1,527 3,217 9,235) «(1,349 3,222 


% of OCCUPANCY 70.75 76.00 81.99 : 75.81 81.29] 75.32 74.29 76.98} 62.91 70.71 








EXPENSES BY DEPTS. Per Patient Per Patient |Day 
3.69 3.62 < 2.45 3.16 2.80 2.66 
4.41 3.62 2.98 2.98 3.63 2.83 
1.68 1.79 é 1.20 4 93 1.20 1.08 

81 57 : 45 : ; 50 75 64 
2.09 249 a 1.52 * 1.80 1.52 
1.09 1.55 7 1.10 2.23 95 
1.65 2.25 ‘ «1.14 1.90 2.14 
1.40 85 7 93 . 1.02 1.48 
7.54 6.02 t 5.51 5.76 5.18 
80 1.16 . 60 = J 59 4i 71 
1.57 1.69 F 1.66 1.64 1.79 1.37 
1.91 1.47 3 1.41 J 1.40 1.34 1.37 
x 3.01 36, 1.18 90 B 38 1.63 1.02 .27 





15,267 99,281 248,960] 22,785 82,177 194,223] 31,908 70,643 245,078] 29,534 67,188 93,963 
15,095 101,057 264,320] 24,866 83,330 213,042] 36,906 78,029 274,828] 32,630 75,426 97,468 


PER PATIENT DAY 17.21 29.98 30.31] 2246 22.70 25.92] 24.17 24.26 29.76] 24.19 23.41 = 23.10 


OPERATING EXPENSES 
PER PATIENT DAY 17.41 29.45 28.55} 20.58 22.39 23.63] 20.90 21.96 26.54] 21.89 20.85 22.27 





MOUNTAIN STATES PACIFIC COAST 
Ariz., Colo.. Idaho, Mont.. California, Oregon, 
Nev., N. M.. Utah, Wyo. Washington 
1-100 §=101-225 226-up}] 1-100 101-225 226-up} 1-100 101-225 226-up] 1-100 101-225 226-up 


1,279 3,818 8,147} 1,083 3,478 8,493 673 2,949 7,256 755 3,348 7,956 
69.71 79.67 82.71] 66.24 75.80 82.61] 48.46 66.65 77.68} 57.20 67.40 74.30 





Per Patient Per Patient|Day 
2.54 3.22 3.13 2.79] 4.75 4.19 2.25 
3.13 3.61 . 3.35 3.58] 4.26 4.08 3.47 
1.07 1.38 . 1.30 1.26] 1.67 1.87 1.51 
58 | oe ; . 68 48) 1.03 83 57 
165 1.97 d 1.33. (1.33) —-2.04 —) oe 
im  wma..2 j 1.10 41.35] 2.34 2.42 4.84 
2.06 1.59 2.40 1.79] 2.80 3.16 1.53 
eee 1.62 1.54) 181 1.84 95 
5.43 6.38 8.39 7.53] 9.38 7.98 658 
49 38 i 4 j 7 7] 474 73 48 
1.63 1.66 250 2.01] 2.00 2.33 «1.48 
1.61 1.40 1.87 1.39] 2.04 , 
25 = (1.01 j ; 82] 46 48 79) 1.39 1521.51 





30,385 87,358 220,290) 21,154 79,515 419,823] 15,372 85,765 192,167] 26,362 114,639 219,626 


TOTAL CHARGES 
TO PATIENTS 32.058 98,514 236,575] 22,447 82,041 468,984] 15,840 92,743 196,025] 27,978 115,287 218,521 


OPERATING INCOME 
PER PATIENT DAY 25.06 25.80 29.04) 20.73 23.59 55.22] 23.54 31.45 27.02] 37.06 34.44 27.47 


OPERATING EXPENSES 
PER PATIENT DAY (23.76 (22.88 27.041 19.53 22.86 49.43] 22.84 29.08 26.48] 34.92 34.24 27.60 
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‘for survival! — 


solette 


1. Controlled circulation of air: Main-* 


tains uniformity of humidity, warmth 
(and oxygen, if needed) to a degree 
impossible through convection alone. 
Isovette hood need never be opened. 


2. Precise temperature control within 
a tolerance of 1°F . . . with provisions 
for cooling as well as heating, and 
automatic alarm should outside 
factors cause overheating. 


3. Pesitive humidity contrel through a 
single setting of a simple control valve. 
Constant, controlled recirculation 
maintains relative humidity at opti- 
mal level, as high as 85% to 100%. 


New! 


Infant Incubator 


4. Complete isolation: The individually 
air-conditioned Isotetre@ uses 
fresh, outside air... . protecting the 
infant from air-borne pathogens and 
droplet infection from the nursery., 


Manufactured, sold and serviced by 


Write for information 
the ISOLETTE® ROCKER 


for Non-traumatic Treatment 


AIR-SHTELDS, INC. 


of Postnatal Apnea ee 
. Hatboro, Pa. 


5 Y 
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Diack 


Controls 
since 1909 


e 
By Far 
the Most Popular 
Autoclave Control 
e 
A Standard 
for 47. Years 


Research Laboratory 
of 


SMITH & UNDERWOOD 
CHEMISTS 
Royal Oak, Michigan 
Sole Manufacturers 


DIACK CONTROLS AND 
INFORM CONTROLS 








Hospital Accounting 


with Professor T. Leroy Martin 


What do YOU Mean by 
‘“SUERPLUS’’? 


Inquiry: What is the meaning of 
the term surplus as it appears in 
the balance sheet of the hospital? 


Comment: The term surplus usually 
denotes an excess of some kind. In 
the hospital balance sheet as it ap- 
pears in the General Fund it means 
the excess of the value of assets 
over liabilities. Surplus results from 
income during all operating periods 
to date being in excess of expendi- 
tures. Note that the foregoing sen- 
tence uses the term expenditures 
rather than cost or expenses. In 
Hospital Accounting, as well as any 
kind of fund accounting, even ex- 
penditures for equipment made 
from the General Fund reduce the 
surplus of the fund although the 
expenditure is not an immediate or 
current expense. The cost of equip- 
ment becomes an expense through 
the depreciation charges made 
periodically. 

In hospital accounting systems 
which follow the classification of 
accounts recommended by the 
American Hospital Association, the 
surplus title also indicates expend- 
ability. This classification of ac- 
counts provides for the use of other 
terms to denote balances of funds 
which are not currently expendable. 
For example, the term principal is 
used to indicate the excess of assets 
over liabilities in the Permanent 
Endowments fund and capital to 
represent the balance of the Plant 
and Equipment fund. However, the 
use of the distinguishing terms of 
principal and capital is by no means 
generally accepted but rather the 
term surplus is used to indicate the 
balance of any fund. Incidentally, 
the term balance might be prefer- 
able to the term surplus in most 
funds. 


For more information, use postcard on page 107. 


Inquiry: Doesn't the fact that 
equipment purchased with Gen- 
eral Fund Cash is charged to 
General Fund Surplus mean 
that depreciation on the equip- 
ment recorded in the General 
Fund Accounts as an operating 
cost represents a second, and 
therefore, a double charge to 
General Fund Surplus? 


Comment: The recording of depre- 
ciation of equipment as an expense 
of the General Fund does not repre- 
sent a double charge even if the 
equipment cost was charged against 
General Fund surplus when the 
equipment was purchased from 
General Fund cash. The reason is 
that when depreciation is recorded 
as an expense of the General Fund 
the off-setting credit is made to 
General Fund Surplus account. The 
depreciation charge is recorded so 
that the General Fund may show 
the entire cost of operating the 
hospital. The charge must be made 
in the General Fund accounts re- 
gardless of the fact that the costs 
of the equipment as well as the off- 
setting allowance for Depreciation 
accounts are carried in the Plant 


and Equipment Fund. This pro- | 


cedure is proper because the Gen- 
eral Fund is the operating fund of 
the hospital. The credit to General 
Fund Surplus account for periodic 
entries for depreciation completely 
off-sets the indirect charge to sur- 
plus by means of expense and in- 
comes, including depreciation ex- 
pense, being closed out to surplus. 
The net effect is that surplus was 
charged once for the cost of equip- 
ment and that when the equipment 
was purchased. * 
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MEDICAL 
MOTION PICTURES 
FOR 
HOSPITAL SHOWINGS 


FROM THE SQUIBB MEDICAL FILM LIBRARY 


area 


Squibb makes a\ 
motion pictures on current therapy anc age nedical sub 
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Washington Bureau Reports 





Hospital construction, both private and public, will 
move up (23 percent each) in 1957, compared with 
1956, according to government estimates. If realized, the 
downward trend, underway since 1954, will be reversed. 
Totals anticipated for next year: public hospitals and 
institutions, $375 million; private, an even $400 million. 
The gains will reflect, in part, the influence of increas- 
ing Federal aid funds. 

* 


First health facilities loan granted by the Small Busi- 


ness Administration went to Merrill Manor (a nursing 
home), Franklin, N. H. It was a bank-participation loan 
of $10,000. 

’ 

It may be worth repeating — in view of numerous 
inquiries received — that Small Business Administra- 
tion low-cost (top interest rate 6%), 10-year maturity 
loans are available for building, improvement or ex- 
pansion of privately owned, operated-for-profit, small, 
hospitals, nursing homes, and medical or dental labora- 
tories. See first item, Washington Bureau Reports, Hos- 
PITAL MANAGEMENT November ’56, for added details. Ap- 
plication forms and more information can be obtained 
from your local or regional SBA office, usually found 
in the U. S. Department of Commerce field offices. 

* 


Surplus property, for which the government original- 
ly paid close to $60 million, was disposed of to eligible 
recipients, including nonprofit hospitals, during the 3rd 
quarter of this year. Detailed advice on this continuing 
government program may be obtained by letter or per- 
sonal visit to the office of the Director of your State 
Agency for Surplus Property of your State or the Re- 
gional Property Coordinator of the Dept. of Health, 
Education, and Welfare. Or there is obtainable, for 15 
cents from the Superintendent of Documents, U. S. 
Government Printing Office, Washington 25, D. C., a 
booklet, “Acquiring Surplus Property for Health or 
Educational Use.” 


Prospects are better than ever that the federal gov- 
ernment’s 2.4 million employees may get some form of 
both basic and major (catastrophic) health insurance 
coverage next year. Being talked at present are pro- 
grams which would be bought from approved existing 
insurance sources, including Blue Cross and Blue 
Shield, with cost split between government and em- 
ployee. Payroll deductions which have been shown to 
be feasible, plus agreement among insurers to a pooling 
arrangement for distribution of premiums, are among 
the accomplishments paving the way for these long- 
talked of benefits. 


Hot issues among the recommendations of the Hoover 
Commission yet to be handled include verification of a 
veteran’s statement that he cannot pay for nonservice 
connected hospitalization in a VA facility; ending of 
free hospitalization for merchant seamen and. closing 
some of the Public Health Service hospitals. 
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by Walter N. Clissold 


Meantime, implementation of Commission’s account- 
ing and budget recommendations, enacted last session 
and known as Public Law 863, will, according to Clar- 
ence Francis, chairman of the bipartisan Citizens Com- 
mittee for the Hoover Report, enable the government 
to know “for the first time” the “true cost of operating 

. a veterans hospital.” Mr. Francis was formerly 
chudtinetiain of General Foods Corp. 
° 

Once again, Food and Drug Commissioner George P. 
Larrick has warned against the Hoxsey cancer treat- 
ment. In a statement, Dr. Larrick notes, “For the sec- 
ond time, a Federal court has determined that the Hox- 
sey medicines for internal cancer are worthless.” An 
injunction is being sought by FDA “to stop further in- 
terstate shipment” of the Hoxsey pills. 

» 


Forty-four five-year research fellowship awards to 
scientists in 29 universities and medical schools in 20 
states, the District of Columbia, and Canada, have been 
announced by the PHS. The awards carry a top salary 


of $10,000 yearly, plus a maximum of $2,000 to defray | 


part of the research expenses. Aim of the program, ac- 
cording to PHS Surgeon General, Dr. Leroy E. Burney, 
is to meet a shortage in the early career opportunities 
by which medical scientists may be trained for com- 
bined research and teaching posts. 

s 

The continuing survey of the nature and extent of ill- 
ness and disability in the population each year will be 
handled by Dr. Forrest E. Linder, who has been chief 
of the Demographic and Social Statistics —— of the 
United Nations Statistical Office. 

e 

The numerous changes taking place among the top 
personnel at the Dept. of HEW are not, it is repeatedly 
emphasized by Dept. officials, indicative of any discord, 
but merely cases of men, and women, fulfilling their 
agreed upon tenure of office. Among recent moves, and 
moves yet in the rumor stage: Roswell B. Perkins, 30- 
year old assistant secretary, returns to New York law 
practice after finishing his three year stint; Dr. Herold 
C. Hunt, former Chicago superintendent of schools, and 
now Undersecretary of HEW is scheduled to return to 
Harvard to his post as Eliot professor of education ad- 
ministration; HEW Secretary’s Special Assistant for 
Health, Dr. Lowell T. Coggeshall, is expected to leave 
early in the new year; and last, but not least, Secretary 
Folsom, himself, is rumored to be ready to leave to re- 
turn to the Eastman Kodak Co., this time as president 
of the firm. 

Named as legislative consultant to the Dept., partial- 
ly filling the position held by Mr. Perkins, is Elliot 
Richardson, 36-year old Boston attorney. 

- PHS changes: Dr. Donald W. Patrick, director of the 
National Institutes of Health Clinical Center, has been 
appointed medical officer in charge of the PHS Hos- 
pital, San Francisco; he will relieve Dv. Kenneth R. 
Nelson, who goes to Washington as Associate Chief of 
the Bureau of Medical Services. © 
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SMALL HOSPITALS CLINIC 
Continued from page 6 


Unconsciousness — State pa- 
tient is unconscious when 
brought to the hospital, but 
cause of unconsciousness may 
not be given. 

Intoxication — No statement, 
implied or otherwise. 

Burns — Indicate part or 
parts of body involved and 
degree. 


In Non-Police Cases the following 
information may be provided: 


A. If the patient (Other than a 
a minor) is conscious and can 
communicate with the doctor 
or nurse in charge, or with 
relatives, he shall be asked 
whether he will permit any 
information to be given and 
his decision shall be final. The 
hospital should try to obtain 
such permission at the time of 
admission, particularly if the 
patient is widely known. If 
cases are minors or uncon- 
scious, then those legally re- 
sponsible should be consulted. 

. If the patient agrees to the 
release of such information, 
the same details as described 
above may be given. Bulletins 
concerning the patient’s con- 
dition may be released, if 
permitted, using terms desig- 
nated under “condition of pa- 
tient” in section on “Police 
cases”. 

.In all cases of immediate 
death, or dead on arrival at 
the hospital or soon thereafter, 
the information should not be 
published or announced until 
it is positive that the immedi- 
ate relatives have first been 
notified. 


Photographs and/or Interviews: 
When newsmen request the privi- 
lege of photographing or interview- 
ing a patient in a hospital, such 
permission will only be given: 


A. If in the opinion of the at- 
tending physician, the pa- 
tient’s condition will not be 
jeopardized. 

. If the patient, or in the case 
of a minor, the parents or 
guardian(s) are willing to 
have the photograph taken, or 
interview granted. : 


Use of Physician’s Name: 

Hospitals may state to the rep- 
resentatives of newspapers, radio 
and television, the name of the at- 
tending physician(s) of private pa- 
tients and refer such individuals to 


JANUARY, 1957 


the physician(s) for information 
about the case. The names of physi- 
cians shall not be used without their 
consent. = 





Licensing of Foreign 
Medical Graduates 


™ IN RELATION TO the supply of 
competent physicians the admission 
of large numbers of graduates of 
foreign medical schools presents a 
special problem. At a time when the 
American medical schools are 
struggling to maintain high stand- 
ards the country is welcoming doc- 
tors from every part of the world. 
Many are excellent individuals with 
good personal and __ intellectual 
qualifications but most of them have 
had no opportunity in their native 
lands to acquire a professional edu- 
cation that could be regarded as 
satisfactory. Also included are sev- 
eral thousand Americans who have 
gone abroad to study medicine be- 
cause they could not get into an 
American school. 

At the present time over 25 per- 
cent of the house staffs in the hos- 
pitals of the United States are 
aliens. The percentage in a few 
states is over 50 percent. It has been 
reported recently that between 5,000 
and 6,000 foreign-trained physicians 
will enter the country this year, 
compared with a total of 6,977 grad- 
uates of all the American medical 
schools. Most of the foreigners will 
be graduates of unapproved medical 
schools. In many sections of the 
country there are now two classes 
of citizens as far as medical services 
are concerned: those who are to be 
cared for by physicians who have 
had a satisfactory preparation for 
medical practice, and those whose 
medical care will be provided for by 
physicians who are graduates of 
substandard schools. The situation 
today is reminiscent of the diploma- 
mill era of fifty years ago. 

The great influx of foreign physi- 
cians has been made possible not 
by relaxation of the standards of 
the profession or of the American 
medical schools but by a national 
policy. This policy has permitted the 
immigration to this country of large 
numbers of displaced persons from 
various parts of the world without 
requiring, in the case of physicians, 
any evidence of their qualifications 
or competence for medical practice. 
—Excerpt from 1956 report of Wil- 
lard C. Rappleye, M.D., Dean, Fac- 
ulty of Medicine, Columbia Univer- 
sity, New York. . 














FOR POSITIVE 
STERILIZATION 





for FREE SAMPLES and 
professional sterilization data 
write Dept. HM-1 
ASEPTIC-THERMO 
INDICATOR COMPANY 


11471 VANOWEN STREET 
NORTH HOLLYWOOD, CALIFORNIA 


makers of STERILINE BAGS, COOK-CHEX 
and other sterilizing Indicators. 


For more information, use postcard on page 107. 





Consulting 





Indexing of Pathological Reports 


QUESTION: Should pathologi- 
cal reports be indexed in the 
laboratory by diagnosis or is an 
alphabetical index by patient 
name sufficient? Should we have 
a cross-index of diagnosis? 


ANSWER: Tissue reports should 
be indexed by diagnosis but a 
cross-index is not absolutely neces- 
sary unless your hospital is engaged 
in statistical or research programs 
where such information might be 
useful or necessary. 

The Joint Commission on Accred- 
itation of Hospitals requires index- 
ing by diagnosis but does not re- 
quire cross-indexing. 


Troublesome Alcoholics 


QUESTION: Our emergency de- 
partment is frequently called on 
to treat patients who are heav- 
ily under the influence of alco- 
hol and who are troublesome to 
the extent of being a menace 
both to themselves and to those 
in their environment. Are we 
within our rights in applying 
restraints to such patients? Are 
we within our rights in giving the 
patient a hypodermic: injection 
to calm him? If the patient is ir- 
rational, then can these meas- 
ures be taken without his con- 
sent? 


ANSWER: Whenever a patient is 
brought to the emergency depart- 
ment of a hospital, those in charge 
of the hospital must take such rea- 
sonable steps to protect their other 
patients and themselves from the 
acts of the irrational patient. They 
also have a duty to protect the pa- 
tient against his own acts. There- 
fore, depending upon the circum- 
stances, hospital personnel may 
apply such force as is necessary to 
achieve the proper degree of pro- 
tection but the force applied should 
be reasonable. - 

A hypodermic injection should be 
administered only on the orders of 
a licensed physician after his ex- 
amination of the patient. The de- 
cision rests with him. 

If the situation is an emergency, 
no consent is necessary because it 
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with Dr. Letourneau 


is presumed that everyone is acting. ‘ 


on behalf of the patient in an efforti! 
to save his life and to protect his“ 
health. If the situation is not an 
emergency, then no treatment 
should be attempted without the 
consent of the patient or, in the 
event of his mental incompetence, 
of someone authorized to act in his 
behalf. 


Flat Rate 


QUESTION: Do you feel that 
the flat rate ;rocedure fee is a 
proper method of billing? 


ANSWER: This type of billing, 
where a flat rate is charged for a 
tonsillectomy, a confinement or a 
circumcision, is not commonly used 
but is quite proper if an under- 
standing has been obtained before- 
hand with the patient that this is 
the method of billing that will be 
used. Difficulty may arise with a 
third party payer who does not rec- 
ognize this method of billing. In 
such instances, it may be necessary 
to itemize the bill but it usually 
comes to the same amount. 


Nurse Anesthetists 


QUESTION: Some of our doc- 
tors are claiming that we should 
no longer permit nurses to give 
anesthetics because it is the il- 
legal practice of medicine and 
because the Joint Commission on 
Accreditation will penalize our 
hospital if this is permitted, Can 
you clarify this issue for us? 


ANSWER: To date, we are una- 
ware that any court of appeal ju- 
risdiction has ruled that it is illegal 
for a nurse to administer an an- 
esthetic. Most authorities in the 
medical and hospital fields are of 
the opinion that the administration 
of anesthetic drugs is a specialty of 
the profession of nursing and sub- 
ject to the rules governing the gen- 
eral practice of nursing. The nurse 
neither diagnoses nor prescribes 
but simply follows the orders of the 
operating surgeon or the supervis- 
ing physician-anesthesiologist and 
gives anesthetics under the super- 
vision of one or the other of these 
physicians. 


A few authorities in the medical 
‘field insist that anesthetics should 
not be administered by anyone un- 
less he has personally examined the 
patient, investigated his past his- 
tory and generally “diagnosed” the 
patient before prescribing the anes- 
thetic. 

When a physician “diagnoses” 
and prescribes an anesthetic with- 
out reference to the operating sur- 
geon, he may be considered to be 
practicing medicine because he has 
exercised medical judgment. Thus, 
the authorities are not uniform on 
this question and the debate still 
goes on. 

As far as the Joint Commission 
on Accreditation is concerned, Dr. 
Kenneth B. Babcock, the director, 
has stated; “Under no _ circum- 
stances will any hospital utilizing 
the services of a nurse anesthetist 
be criticized by the Joint Commis- 
sion provided that: 

(1) The nurse anesthetist is 
qualified by training and experi- 
ence to give anesthetics and that 
these qualifications have been 
carefully investigated by the ap- 
propriate authorities in the hos- 
pital. 

(2) The nurse anesthetist is 
under the direction and super- 
vision of the operating surgeon 
at all times.” 

Although Dr. Babcock did not 
say so, it is probable that the su- 
pervision of the nurse anesthetist 
by a qualified physician-anesthesi- 
ologist would be acceptable to the 
Joint Commission. 


Silverfish 


QUESTION: We have discov- 
ered recently that silverfish are 
doing considerable damage to 
the books in our medical library. 
Do you know of any way to keep 
these under control? 


ANSWER: Chlorophenothane is 
said to be quite effective in con- 
trolling silverfish. It is applied as 
residual deposits to the places where 
the insects occur. When the iusects 
crawl out over the treated surfaces, 
the deposits exert a lethal action. 
Pyrethrum sprays have also been 
used against these pests. ® 
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@ The new American ‘57 Square 
Sterilizers are research-designed 
to meet the most exacting of hos- 
pital needs...for today, tomorrow 
and the forseeable future. 

Because of their functional 
operating features these new 
sterilizers assure: 


. aa. 
O More ri 


techniques. 


Significant savings in staff 


and supervisory time. 


For complete details 
request bulletin C-162 
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Made, in the American 
tradition, for long, dependable 
service, the’57 Square Sterilizers 
reflect the accumulated skills of 
sixty years of thoughtful and 
continuing research. 


VERIO 
STERILIZER 


ERIEB*PENNSYLVANIA: 
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Guest Editorial 





by William Pierce 


Executive Secretary 
American Association of Hospital 


Accountants 
Chicago, Illinois 


An Open Letter to Hospital Administrators 


N THESE days of increasing com- 

plexities, your role as adminis- 
trator encompasses many problems 
not known before in your field. You 
are required to run the gamut of 
your experiences each day in see- 
ing that patients are properly ad- 
n.itted, food service “is adequate, 
hundreds of employees are happy, 
new funds are raised, and on, and 
on, and on. You have department 
heads that shoulder these responsi- 
bilities with you — but, you call the 
signals and you are ultimately re- 
sponsible. 

We would single out one of your 
department heads for specific atten- 
tion — your accountant (title is not 
important). Here is the man who 
keeps his fingers on the pulse of 
your hospital. You are the doctor, 
yes, and you leave orders, but it is 
the technician that will carry them 
to proper conclusion. This techni- 
cian — your accountant, is more 
than a keeper of books and records. 
He is there to account — to account 
for the rise in your per diem costs 
— to account for the increase in 
costs of routine maintenance — to 
account for the under-estimates of 
expenses in your budget — to ac- 
count for the increase in accounts 
receivable, and to account for the 
current month’s gain or loss. We 
could go on and on because there 
are many things for which he bears 
the responsibility. But, a question 
comes to mind that is two-fold: Do 
you require him to interpret his 


findings to you, or do you merely 
require that statistical reports be 
sent to your office; and, secondly, 
do you require him to be fully re- 
sponsible for his reports to you? 

Your accountant should be 
trained not only to produce a re- 
port, but to make it come to life 
with meaning. He should be able 
to tell you why your hospital sus- 
tained a deficit for the current 
month or year. Do you take the 
time to sit down with him and let 
him explain, factually, the whys 
and wherefores? Or, do you drum 
up several superficial reasons as 
explanations for your board? Do 
you give them the facts? Can you 
justify your operation in the eyes 
of the community? Do the specta- 
tors understand your brand of ball? 

Your accountant is your right- 
hand man on your management 
team. Do you encourage him to 
keep up with the latest develop- 
ments in the field? Is your account- 
ant a member of the American As- 
sociation of Hospital Accountants? 
Do you encourage him to attend 
chapter meetings of the AAHA, ac- 
counting institutes, conferences and 
workshops? Or, do you require him 
to stay buried in his office and keep 
books. 

The AAHA encourages its mem- 
bers to grow in knowledge through 
chapter meetings, the interchange 
of ideas with fellow hospital ac- 
countants, the AAHA sponsored 
courses in hospital accounting (cor- 


respondence) offered through Indi- 
ana University, plus on-the-job 
training for clerks and bookkeepers. 

Our association, with its 42 chap- 
ters, is dedicated to the following 
objectives for which it was organ- 
ized: 

1. To bring about closer cooper- 
ation among hospital account- 
ants in order to promote uni- 
formity and efficiency in hos- 
pital accounting. 

. To cooperate with hospitals 
and allied associations in mat- 
ters pertaining to hospital ac- 
counting and statistics. 

. To encourage and assist mem- 
bers to increase their knowl- 
edge of hospital accounting 
and their skill in making ac- 
counting and statistical data 
more helpful to hospital ad- 
ministration. 

. To provide a medium for the 
interchange of ideas and dis- 
semination of material rela- 
tive to hospital accounting 
and statistics. 

. To encourage and assist in the 
holding of meetings and con- 
ferences on hospital account- 
ing, statistics and business of- 
fice procedures. 

We, as accountants, pledge our- 
selves and our association to all 
hospital administrators in order 
that we might carry our fair share 
of your burden of administering 
better patient care. We are grate- 
ful for your support. ie 
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Purkett’s New. 12-Ring 72-inch 
Pre-Drying Conditioning Tumbler 
Sitatters ALL Past Performances! 


These are some of the sensational improvements in 
the new 72” PCT* making it positively essential 
for top operating efficiency in large flatwork and 
garment conditioning operations. 


And the beauty of it is that there are optional fea- 
tures to suit the individual needs of each plant. 
For example: If you do not need as heavy a heat 
volume as supplied by the 12-ring coils, you may 
still have the popular 9-ring coil tumbler. 


Or again, if you do not need the two 8-inch moisture 
and heat vents, your PCT* can be furnished with 
perforated metal doors. 


ALL of the features of the PCT* fully described in 
a new folder which we shall be glad to send upon 
request. Write for your copy today. 


* PRE-DRYING CONDITIONING TUMBLER 


Purkett equipment is sold by ALL Major Laundry Machinery Manufacturers ond by 


i 


20% 


Peo moisture content 
removed in only 5 
min. tumbling time. 


35% more heating coil 
surface. 


2—8” vents eliminate 
the heat and lint 
output menace. 


5” Blower more powerful 
... 1750 C.F.M. 


Uses only 7 B.H. P. per hour. 


(stingiest power user you ever saw) 


35% more heating 
surface with the 
new 12-ring coil 
construction. 


Unloading position 
shows powerful 
5” Blower; also re- 
movable cleaning 
“door” to get to 
coils, 


PURKETT MANUFACTURING COMPANY 


Joplin, Missouri 


DEPENDABLE PRE-DRYING CONDITIONING TUMBLERS 


For more information, use postcard on page 107. 





HM’ Salutes 


Abraham Flexner 


F.A.B., A.M., LL.D., M.D. (Honoris Causa) 


™ ABRAHAM FLEXNER, F.A.B., A.M., LL.D., M.D. (Honoris 
Causa), is one of the most illustrious men of our cen- 
tury. His name rightfully belongs at the top of the list 
of those who have made outstanding contributions to 
medical education in modern times. 

No discussion of medical education is ever complete 
without mention of his work. His name is synonymous 
with the high standards that have been imposed upon 
medical schools in the United States. By his work in 
raising educational standards, he has conferred im- 
measurable benefits upon his fellow countrymen and 
upon the people of the world at large. It would be an 
idle but incontrovertible guess that his work in medical 
education contributed enormously although intangibly 
to the lengthened span of life expectation that we now 
enjoy. 

Dr. Flexner is an educator. In addition to his re- 
organization of American medical education, he was 
responsible for founding the Institute for Advanced 
Study at Princeton University which he headed and 
developed into the outstanding institution that it is 
today. 

Although he recently celebrated his 90th birthday, 
it must not be imagined that Dr. Flexner is in retire- 
ment. Indeed, illustrious as the past may have been, 
he looks to the future and even now crusades for the 
establishment of a foundation devoted to the service 
of the humanities. It is his dream that the imbalance 
between technological progress and humanistic achieve- 
ment should be corrected and that more effort should 
be devoted to the study of cultural enterprises. May 
God preserve him, and may fortune smile upon this, 
the third of his great enterprises. 

But it is not for these achievements that the name 
of Abraham Flexner graces the page of medical history. 
TLe gratitude of the medical and the health profession 
is due to him for the famous study of medical schools 
in the United States which culminated in the “Flexner 
Report” in 1910. 
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Looking back upon his report, nearly 50 years later, 
the conditions that he found existing in medical schools 
at the time seems well-nigh incredible. Many of these 
were commercial enterprises with entrance require- 
ments that were, in many instances, limited to the 
ability to pay. Many were devoid of full-time teaching 
staff, laboratories, libraries and museums. 

As in any survey, of course, Dr. Flexner also found 
some schools that were outstanding and some that could 
be classed as mediocre. 


The publication of his report in 1910 aroused so 
much reaction that many so-called “medical schools” 
were forced to close their doors. In addition to his 
factual report upon the state of medical education, Dr. 
Flexner proposed a plan for its improvement. 


As the original survey had been supported by the 
Carnegie Foundation, the work of reconstruction was 
financed by the Rockefeller Funds. 


With these funds, Dr. Flexner demonstrated what 
could be accomplished by reorganizing weak medical 
colleges into strong institutions. From then on, funds 
began to pour into the work of medical education. From 
such sources as charitable enterprises, foundations, 
philanthropists, state appropriations and other sources. 
The amount spent through reorganized medical edu- 
cation was once estimated at $600,000,000. 


For this and other work in the field of education, Dr. 
Flexner received many awards. Among others, he was 
made a Commander of the Legion of Honor of France 
in 1926 and the University of Brussels conferred upon 
him the Honorary Degree of Doctor of Medicine in 
1930, for although he had never studied medicine, 
surely his contribution to the field of medicine was at 
least equal to that of the greatest men in the profes- 
sion. Somewhat inadequately, HOSPITAL MANAGEMENT 
desires to express the gratitude of the hospital field to 
this great man and to wish for him in the future the 
ultimate achievement of his ideals. & 
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Conclusive evidence!*: 


Your Hospital 
Profits from 


CLOSED-SYSTEM 
INJECTION 


@ No hidden costs—no sterilization, no 
needle-sharpening, no syringe break- 
age, no dose preparation, no unused 
medication 


@ Presterilized—asepsis assured 
@ Ready to use, easy to use 
@ Precision medication—accurate dose 


@ Every injection with a new needle— 
minimizes pain, eliminates wasteful 
routine 


@ Reduced risk of infectious hepatitis 


@ Reduced risk to personnel of contact 
sensitization 


@ Simplified supply handling and ac- 
counting control 


TuBEx brings the full advantages of the 
closed-system technique to hospital, office, 
or home. For demonstration and litera- 
ture, see your Wyeth representative. 

















1, Bogash, R.C., and Pisanelli, 
R.: Hosp. Management 80:82 
(Nov.-Dec.) 1955. 2. Hunter; 
J.A., et al.: Hosp. Manage- 
ment 81:82 (March) 1956. 3. 
} Hunter, J.A., et al.: Hosp. 

ME, MONEY, WORKLOAD Management 81 :80(Apr.) 1956. 
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Hill-Rom Electric Hilow Bed 


Now ... Listed by 


for use 


with 
OXYGEN 


wee your a 
bed fall i. a installing 


wi ie. “iia 


Crank-operated Hilow Bed 


The high-low bed is widely accepted today as the mark of a modern 
hospital, and as one of the greatest safety factors in the prevention of 
ed fall accidents. A high-low bed, in the low position, will prevent many 
such accidents. Hill-Rom manufactures two high-low beds. One is manu- 
ally operated, the other motor driven. The manually operated bed is 
easily adjusted with a crank located at the foot end of the bed. The 
friction-free, ball-bearing mechanism makes it easy for the nurse to raise 
the bed with only a few turns of the crank. The Hill-Rom Electric Hilow 
Bed is the first bed of its type to be approved by Underwriters’ Labora- 
tories, Inc., for use with oxygen. It is the last word in safety, dependability 
and Jong life expectancy. 

Complete information on either or both of these high-low beds will be 
sent on request. 





Safety Sides—A New Safety Measure 
by Alice L. Price, R. N., M. A. ° 
author of “The Art, Science and Spirit of Nursing” 


This Procedure Manval explains in detail how to effectively use Safety Sides 
to prevent bed falls and to avoid serious injury to patients. Copies for 
Student Nurses and for the Graduate Nurse Staff will be sent on request. 











HILL-ROM COMPANY, INC.° BATESVILLE, INDIANA 


For more information, use postcard on page 107. 





Charles Merrill’s Will 
Leaves His Interest in 
Firm to Institutions 


™ A GROUP OF COLLEGES, churches 
and hospitals will become partners 
in the nation’s largest brokerage 
firm, Merrill, Lynch, Pierce, Fenner 
and Beane. 

In accordance with the will of the 
late Charles Merrill, founding part- 
ner who died early in October, his 
capital of $5,500,000 will remain in 
the firm in the form of testamentary 
trust, Winthrop H. Smith, managing 
partner, announced. 

Thus the trust, in effect, will be- 
come a limited partner in the firm, 
Mr. Smith said, and will have a 10 
percent interest in the profits of the 
firm. The will directs the trustees to 
leave the entire capital in the firm 
for five years. The will states fur- 
ther it was Mr. Merrill’s “sincere 
wish” that the trustees leave the 
capital for an additional five years 
or indefinitely if they want to. 

Income from the trust will be 
divided 55 per cent among specified 
educational institutions; 20 percent 
to religious charities, churches and 
synagogues, and 20 percent to sci- 
entific, charitable or religious in- 
stitutions selected by the trustees. 

Principal single beneficiary is 
Amherst College, which will receive 
20 percent of the income, and $200,- 
000 each year for the next 10 years 
from other assets in the trust in 
addition to Mr. Merrill’s interest in 
the firm. 

Other beneficiaries: 

Deerfield Academy, New England 
boy’s preparatory school, 10 percent 
and an additional annual payment 
from principal of $50,000. John B. 
Stetson University, De Land, Flo- 
rida, three percent; Kenyon Col- 
lege, Gambier, Ohio, two percent; 
other educational institutions, to be 
selected by trustees, 20 percent. 

Hospitals: St. Luke’s Hospital and 
New York Hospital, both of New 
York, two percent each; St. Mary’s 
Hospital and Good Samaritan Hos- 
pital, both of West Palm Beach, 
Florida, one-half of one percent 
each. 

Protestant churches and charities, 
10 percent; Catholic and Jewish 
charities, churches and synagogues, 
five percent each. 

The remaining 20 percent will go 
to other charitable, scientific or re- 
ligious institutions selected by the 
trustees. 

Winthrop H. Smith, who will con- 
tinue as managing partner, will as- 
sume directing partnership in the 
firm. * 
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Hospital Calendar 





January 


18 . . South Carolina Hospital Associa- 
tion, Wade Hampton Hotel, Co- 
lumbia, S.C... 


24-25 .. Alabama Hospital Association, 
Whitley Hotel, Montgomery, Ala. 
G. C. Long, Jr., Executive secre- 


tary, 335 Dexter Ave., Mont- 
gomery, Ala. 
February 


4- 5... Midyear Conference for Presi- 
dents and Secretaries of State 
Hospital Associations, Palmer 
House, Chicago. 


18-20 . . Association of Operating Room 
Nurses, Hotel Statler, Los Angeles, 
California. Gordon Marshall, 30 
W. Washington St., Chicago, Illi- 
nois. 


26-28 . . National Association of Method- 
ist Hospitals and Homes, Palmer 
House, Chicago, Ill. 


27-Mar. | . . American Protestant Hospital 
Association, Palmer House, Chi- 
cago. 


11-13 . . New Mexico Hospital Association, 
Hilton Hotel, Albuquerque, N.M.. 
Homer A. Reid, Executive secre- 
tary, 4800 Gibson Blvd., S.E., 
Albuquerque, N.M. 


17. . Wisconsin Hospital Association, 
Hotel Schroeder, Milwaukee, Wis- 
consin. 


25-27 . . New England Hospital Assembly, 
Hotel Statler, Boston, Mass., Dr. 
Reo J. Marcotte, c/o Mt. Auburn 
Hospital, Cambridge, Mass. 


26-28 . . Kentucky Hospital Association, 
Hotel Phoenix, Lexington, Kentuc- 
ky, Elizabeth Simmerman, Execu- 
tive secretary, Hotel Seelbach, 
Louisville, Kentucky. 


31-Apr. 4... Ohio Hospital Association, 
Hotel Cleveland, Cleveland, Ohio, 
Harry C. Eader, Executive secre- 
tary, 5 East Long Street, Colum- 
bus, Ohio. 


April 
4- 5 . . Carolinas-Virginias Hospital Con- 
ference, Hotel Roanoke, Roanoke, 
Virginia, Sample B. Forbus, Secre- 
tary-treasurer, c/o Watts Hospi- 
tal, Durham, South Carolina. 


23-24 . . North Dakota Hospital Associa- 
tion, Dakotah Hotel, Grand Forks, 
North Dakota. 


24-26 . . Midwest Hospital Association, 


Municipal Auditorium, Kansas 
City, Missouri, Mrs. Margaret S. 
Barber, Executive secretary, Box 
951, Kansas City, Kansas. 


24-26 . . Southeastern Hospital Conference, 
Atlanta-Biltmore Hotel, Atlanta, 
Ga., Charles W. Flynn, Executive 
secretary, P.O. Box 1043, Jackson, 
Miss. 


25-26 . . lowa Hospital Association, Hotel 
Savery, Des Moines, lowa. 


29-May | .. Tri-State Hospital Assembly, 
Palmer House, Chicago, Illinois, 
Albert G. Flahn, Executive secre- 
tary, c/o Deaconess Hospital, 600 
Mary Street, Evansville, Indiana. 


29-May 3 . . National Association for Prac- 
tical Nurse Education, Ambassa- 
dor Hotel, Atlantic City, N.J. 


May 

6- 9 . . Association of Western Hospitals, 
Statler Hotel, Los Angeles, Calif., 
Melvin C. Scheflin, Executive sec- 
retary, 26 O'Farrell St., San Fran- 
cisco, Calif. 

6- 9 . . National Tuberculosis Association, 
Kansas City, Missouri. 

6-10 . . National League for Nursing, Pal- 


mer House, Chicago, Illinois. 


9 . . Massachusetts Hospital Associa- 
tion, Hotel Statler, Boston, Mass. 


. Texas Hospital Association, Sham- 
rock-Hilton Hotel, Houston, Tex- 
as, O. Ray Hurst, Executive secre- 
tary, 2208 ‘Main Street, Dallas, 
Tex. 


Hospital Association of Pennsyl- 
vania, Convention Hall, Atlantic 
City, New Jersey. 


Middle Atlantic Hospital As- 
sembly, Convention Hall, Atlantic 
City, New Jersey, Harold John- 
son, Secretary, 46 S. Clinton Ave- 
nue, Trenton, New Jersey. 


22-24... 


22-24... 


22-24 . . Upper Midwest Hospital Confer- 


ence, Hotel Leamington, Minne- . 


apolis, ‘Minnesota, Glen Taylor, 
Executive secretary, 410 Church 
Street, S.E., Minneapolis, Minn. 


Catholic Hospital Association, 
Hotel Statler, Cleveland, Ohio, 
M. R. Kneifl, Executive secretary, 
1438 Grand Boulevard, St. Louis, 
Missouri. 


30-June | . . Tennessee Hospital Associa- 
tion, Mountain View Hotel, Gat- 


27-30... 





List Your Meetings 
As soon as the dates for the next 
succeeding meeting of an organiza- 
tion have been determined an offi- 
cial should forward those dates at 
ence to Editor, Hospital Manage- 
ment, 105 W. Adams St., Chicago 3, 

Ill. to insure appearance here. 











linburg, Tenn., Henry H. Miller, 
Executive director, P.O. Box 767, 
Nashville, Tenn. 


June 
3- 7... American Medical Association, 
Annual Meeting, New York, Dr. 
George F. Lull, 535 N. Dearborn 
St., Chicago, Ill. 


22-29... American Society of Medical 
Technologists, Palmer House, Chi- 
cago, Illinois. 


August 


I- 3... West Virginia Hospital Associa- 
tion, Greenbrier Hotel, White 
Sulphur Springs, West Virginia. 


September 


30-Oct. 3. . American Hospital Associa- 
tion, Convention Hall, - Atlantic 
City, New Jersey, Maurice J. 
Norby, Deputy Director, 18 E. 
Division Street, Chicago, Illinois. 


October 


7-10 . . American Nursing Home Associa- 
tion, Ambassador Hotel, Atlantic 
City, New Jersey. 


26 . . American College of Osteopathic 
Hospital Administrators, St. Louis, 
Missouri. 


27-30 . . American Osteopathic 
Association, St. Louis, 


28-30 . . Association of Military Surgeons, 
Hotel Statler, Washington, D.C., 
The Secretary, Suite 718, 1726 
Eye Street, N. W., Washington 
6, DG. 


Hospital 
Missouri. 


November 


4- 6.. American Association of Blood 
Banks, Sherman Hotel, Chicago, 
Il. 


18-20 . . Maryland-District of Columbia- 
Delaware Hospital Association, 
Hotel Shoreham, Washington, D. 
C., A. K. Parris, Executive secre- 
tary, 200 W. Baltimore Sire>+ 
Baltimore, Maryland. 


December 
3- 6.. American Medical Association, 
Clinical Meeting, Philadelphia, 


Pa., Dr. George F, Lull, 535 N. 
Dearborn St., Chicago, Ill. 
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® ONE OF THE MOST vexing problems 
in the administration of the smaller 
s hospital is the difficulty in getting 
physicians to attend to emergency 
patients who come to the hospital. 
Evening and night supervisors face 
each tour of duty with some appre- 
hension, wondering what sick and 
broken bodies will be brought into 
the hospital but, above all, what 
| physicians will answer the call to 
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THE PROBLEM OF 
EMERGENCY SERVICE 


by Charles U. Letourneau, M.D. 


























diagnose and treat these patients. 
The problem is no less acute on 
week-ends. There seems to be a 
general reluctance on the part of 
physicians to disturb themselves at 
inconvenient hours. 

In the handling of emergencies, 
a tremendous burden of responsibil- 
ity is placed upon the hospital ad- 
ministration because the hospital 
holds itself out as having facilities 


available to care for and treat the 
sick and injured. 


Potential Liability 


Apart from its duty to the com- 
munity to maintain these facilities 
and to see to it that emergencies re- 
ceive proper attention, the hospital 
may leave itself wide open to a lia- 
bility suit if there has been any fail- 


39 





ure on the part of the supervisor or 
person in charge of the emergency 
service to use all possible diligence 
to obtain the services of a physician 
for the patient. The same is true if 
the hospital administration has 
failed to provide for proper notifica- 
tion of physicians in time of need. 

Moreover, the hospital adminis- 
tration must secure the agreement 
of the doctor to respond to emer- 
gencies because, ordinarily, the doc- 
tor has no legal obligation to attend 
upon any patient unless he has 
agreed to do so. Emergency calls are 
not a problem in the larger hospi- 
tals nor in the teaching hospitals. 
Nor is any difficulty encountered in 
those hospitals which are fortunate 
enough to obtain the services of 
physicians who will remain on the 
premises subject to call at odd or 
inconvenient hours. 

Or so they think! 

Some hospitals are under the false 
impression that when a man holds a 
degree in medicine from some uni- 
versity, whether domestic or for- 
eign, this fact entitles him to care 
for any patient who may present 
himself at the doors of the hospital. 
This impression should be corrected. 

No patient who is brought to the 
hospital should ever be allowed to 
leave the premises without being 
seen, examined, observed and diag- 
nosed by a practitioner of medicine 
licensed in the state where the hos- 
pital is situated. 

In some states, temporary licenses 
are issued to interns and to resi- 
dents permitting them to carry out 
certain medical duties, The selection 
of these interns and_ residents, 
therefore, becomes a matter of 
prime importance to the hospital. 
If a hospital wishes to avoid liability 
for failure to provide proper service 
in an emergency, it must select 
house physicians who have state 
permission to diagnose and pre- 
scribe for the patients. 

Unfortunately, there have been 
instances where a hospital provided 
a resident physician to handle 
emergency cases but the physician 
had inadequate knowledge of the 
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English language and was unable 
to communicate with the patient. 
Heaven only knows how many of 
these cases turned out badly! Cer- 
tainly there is enough material in 
such a situation for a number of 
potential law suits against the hos- 
pital. 

The hospital may receive some 
protection from the fact that the 
intern committee of its medical staff 
has scrutinized the credentials of all 
the house physicians and has ap- 
proved their appointment but in al- 
together too many instances scru- 
tiny of credentials is perfunctory. 
After all, why be too fussy when 
house doctors of any kind are so 
hard to get? 

In many states there is no tempo- 
rary licensure for a house physician. 
Many are being appointed to hos- 
pitals and are performing medical 
work without any authority or per- 
mission from the state to do so. 
They are presumably not perform- 
ing medical acts on their own behalf 
but as theoretical servants, exten- 
sions or agents of the licensed phy- 
sicians who attend patients in the 
hospital, If the licensed doctors on 
the staff of those hospitals were 
aware of the true facts they might 
not be so complacent in their atti- 
tudes about letting unlicensed house 
doctors handle emergencies in their 
names. 

However, 


though the problem 
does exist in large hospitals for the 
reasons given above, it is not a sub- 
ject of very great controversy be- 
cause of the mutual ignorance of all 
the parties concerned. 


Small Hospital Problem 


It is in the smaller hospitals lo- 
cated in small communities that the 
problem of emergency coverage as- 
sumes important proportions. Upon 
the arrival of the patient at the door 
of the emergency department in the 
hospital, bystanders, relatives and 
friends of the patient stand there 
figuratively and actually, in some 
cases, with a stop waich in hand 
waiting: to see how long it will be 





before a nurse arrives to see the pa- 
tient and then how long it will be 
before a doctor attends to the pa- 
tient. 

At that, the hospital usually 
comes out better if the bystanders 
do have a stop watch in hand be- 
cause then the time measured is 
fairly accurate. Whenever there is 
no method of measuring the time, it 
always seems to be ten times longer. 
This is immediately relayed to the 
local newspapers and then a story 
appears about the fantastic length 
of time that it took to have a pa- 
tient seen at the local hospital. 

In these small hospitals, there are 
no resident physicians. There is no 
one living on the premises and the 
hospital must depend upon the phy- 
sicians who practice on its premises. 

What is a physician expected to 
do in an emergency? An emergency 
is a situation where the patient’s life 
is in immediate danger. It is unnec- 
essary to go into the various acute 
conditions that occur in the human 
body which constitute an emer- 
gency. They are well-known to 
everyone, physician, nurse, techni- 
cian and the hospital administrator 
alike. It is well-known for example, 
that a severe pain in the abdomen 
may sometimes lead to rapid death, 
and in other instances may be only 
a slight, temporary, even though ex- 
cruciating inconvenience. 

But who shall judge? According 
to law only a licensed physician is 
permitted to make the decision as 
to whether the patient is suffering 
from an acute appendicitis or from 
a simple colic. 

Hospitals which permit unlicensed 
persons to pass this type of judg- § 
ment upon a patient are remiss in 
their duty to that patient. They are 
leaving themselves open to a viola- 
tion of the law as well as a failure 
to discharge their moral obligations 
to their patients. On the other hand, 
the medical staff which advises the 
hospital administration is equally at 
fault for failure to insist upon the 
enactment of a workable system to 
handle emergency patients. 

Some specialists object to taking 
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emergency calls. Granted that there 
are Many emergency situations that 
a specialist could not handle, this is 
applicable to every physician who 
practices medicine, whether he be a 
specialist or a general practitioner. 


Prevent Death 


All that is required of a physician 
who answers an emergency call is 
to establish that the patient is not 
ip. immediate danger of death or to 
do everything in his power to pre- 
vent death if such is an immediate 
possibility. Having ascertained that 
it is a condition that is not within 
the purview of his speciality, then 
he is the person who should make 
the decision as to which specialist 
should be called. This is all that is 
necessary and this is all that is re- 
quired of a response to an emer- 
gency call. Any physician can dis- 
charge such responsibilities routine- 
ly, even a hospital administrator 
who has a license to practice medi- 
cine. 

The fairest system of handling 
emergency call is to assign every 
physician on the active staff of the 
hospital to take his turn in rotation 
with other physicians. 

This rotation system for emer- 
gency calls should be supervised 
stringently by the medical staff. 
Any failure of a physician to answer 
an emergency call without good 
reason should be considered a 
breach of ethical duty to the com- 
munity and an offense against his 
fellow practitioners, Failure to dis- 
charge his emergency obligations on 
the day assigned to him brings dis- 
credit upon the whole medical pro- 
fession. 

The rotation list should be in the 
hands of the administration of the 
hospital. The supervisor of the 
emergency department should at 
once know whom to call and where. 
This rotation list should be super- 
vised stringently. No one should be 
permitted to “sign-out” to another 
physician except under the most 
unusual circumstances and then 
only with the permission of the 
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chief of svaff, the chairman of a 
medical committee, the hospital ad- 
ministrator or as may be decided by 
mutual agreement of the medical 
staff and the administration. 

Punishment for failure to report 
in answer to an emergency call 
should be severe. There can be no 
compromise with life and death and 
no member of the medical profes- 
sion should ever condone a breach 
of duty on the part of a colleague. 

Unless the rotation list is strictly 
and carefully supervised, there will 
be abuses and it may break down 
completely. 


Abuses in Rotation 


One form of breakdown is where 
the administration conspires with 
some members of the medical staff 
and encourages a “let George do it” 
attitude, In this instance, the young- 
est doctors and those with the 
smallest practice are. usually the 
“eager beavers” who are ready to 
respond to any emergency all, 
night, day or week-end. This system 
works out very well until one day 
the wealthy patient of one of the 
better established physicians comes 
in as an emergency and is acquired 
by the “eager beaver”. The estab- 
lished physician feels that this is an 
unfair and unethical encroachment 
upon his practice and demands that 
disciplinary action be taken against 
the young doctor. Sometimes he 
may attempt to apply sanctions 
himself to the so-called “offender”. 

We are entirely out of sympathy 
with these pious old hypocrites who 
regard patients as a piece of prop- 
erty or as a chattel to be attended 
at convenience. It is our belief, per- 
haps archaic, that the physician is 
there for the convenience of the pa- 
tient and not vice versa. 

There have been other instances 
of breakdown in the rotation system 
where there was a shortage of phy- 
sicians in the community. In such 
communities, all of the doctors do 
well financially and so, because they 
do not need the money, they are 
reluctant to attend to emergencies. 


Thus, doctor A signs out to doctor 
B, doctor B signs out to doctor C 
and ultimately, everyone signs out 
to someone else. An emergency 
comes into the hospital and the 
supervisor frantically attempts to 
telephone each of the physicians in 
turn while the patient lies unat- 
tended in the emergency room. 
Eventually the supervisor comes to 
rely upon one or two physicians 
whom she calls upon and then is 
accused of favoritism if a particu- 
larly lucrative case happens to fall 
into the hands of one of the doctors 
who respond. 


A Gentle Reminder 


That the medical profession has a 
duty to respond to all emergencies 
has been well established as a policy 
of organized medicine. Only re- 
cently, the president of the Ameri- 
can Medical Association, Dr. Dwight 
Murray, made it a point to remind 
physicians, in his presidential 
speech, that they do have this obli- 
gation. 

If all physicians took this personal 
obligation seriously there would be 
no difficulty. Unfortunately this is 
not the case. In many hospitals, it is 
the attitude of the specialist physi- 
cians that the only people who 
should respond to emergencies are 
general practitioners. Where there 
are many general practitioners it is 
possible that such a system could 
work out fairly well but it could 
hardly be called equitable. Indeed, 
where general practitioners are not 
too numerous in a community, the 
duty to remain on call for emer- 
gencies becomes an onerous one. 

The attitude on the part of spe- 
cialists is unreasonable. Certainly, 
some doctors do specialize in cer- 
tain diseases and certain anatomical 
parts cf the body but a specialist is 
first and foremost a physician and 
should be able to respond to an 
emergency and to save lives. 

Some specialists may reply that 
their certification boards will not 
permit them to handle emergencies. 
Please turn to page 64 
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Hospital Housekeeping: 


Its relationship to nursing service 


by Irene Perry, R.N. 


™ HOSPITAL HOUSEKEEPING, like 
nursing, is one of the service func- 
tions of the modern hospital. It is an 
important department as it covers 
every inch of the hospital building 
and all furnishings. It serves the pa- 
tient, his family and friends, the 
medical staff and all other hospital 
personnel. It is closely allied to 
nursing and was at one time taken 
care of entirely by the nursing de- 
partment. 

Today, hospital housekeeping and 
nursing service are two different, 
highly specialized departments in a 
very complex organization. More 
and more tasks from the nursing 
department are being referred to 
the housekeening department, and 
nursing is becoming more depend- 
ent upon the housekeeping depart- 
ment in the care of patients. 

A clean environment is necessary 
for good patient care. General 
cleanliness radiates cheer; it affects 
the health and morale of both pa- 
tients and workers. It provides a 


Miss Perry is director of nurses, Lutheran 
Hospital of Maryland, Baltimore, Maryland. 
This paper was read on November 2, 1956 
at the Executive Housekeepers Meeting of 
the I6th annual conference of the Md.— 
D.C.—Delaware Hospital Assn. 





Its role in proper management 


by Robert S. Hoyt 


™ AN IMMACULATE HOSPITAL does 
not always guarantee to the admin- 
istration that it has a well-managed 
housekeeping department. By the 
same token—the hospital with 
beautiful shiny floors is no proof 
that it is a clean hospital with an 
efficient housekeeping section. The 
executive housekeeper must play 
the part of detective in addition to 
her other duties. Like all public 
buildings or buildings used by the 
public, dirt is in the obvious places 
but unlike most buildings it is the 
nooks, crannies and corners out of 
sight that are so important to hos- 
pitals to keep clean. Air-borne bac- 
teria and viruses, which plague 
many hospitals emphasize this prob- 
lem. These add another challenge 
to the housekeeper. 

Like all departments in any or- 


Mr. Hoyt is administrator of the Lutheran 
Hospital of Maryland, Baltimore, Maryland. 
This paper was presented to the Hospital 
Executive Housekeepers Session, Maryland- § 
District of Columbia-Delaware Hospital As- 
sociation Annual Meeting, Friday, Novem- 


ber 2, 1956. 
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safe place in which to work. It will 
improve good will and public rela- 
tions. One of the first things Flor- 
ence Nightingale did in the Crimean 
War was to put her house in order 
by cleaning and teaching others the 
importance of sanitation. The death 
rate was reduced in a month’s time 
from 40 percent to 2 percent. In a 
hospital the patient’s resistance is 
usually lowered and he is subject to 
secondary infections. Germs cling to 
dust particles, but bacteria die or 
are dormant in a clean hospital. A 
patient is more comfortable in an 
environment that is neat and clean. 
One of the most important functions 
of the housekeeping department and 
one in which the housekeeping de- 
partment could help nursing serv- 
ice would be to maintain clean, 
healthful surroundings for patients 
and staff members alike. 


Cooperation Needed 


Since the two departments are so 
closely allied and the nursing de- 
partment so dependent upon a clean 
environment, planning and close co- 
operation between the two depart- 
ments is essential. Good manage- 
ment on the whole is dependent 


upon the preparation of individuals 
who are in charge, and upon good 
organization, plenning, training and 
supervision of personnel. Esprit de 
corps will be maintained if the de- 
partments each understand how to 
handle people and are willing to see 
and understand the problems of 
each other’s departments. Both 
nursing and housekeeping depart- 
ment heads and personnel must 
clearly understand the functions 
and relationship of the departments 
to each other and to the total hos- 
pital set up. 

Duties should be clearly defined 
to avoid misunderstandings between 
the two departments. All personnel 
in the nursing department should 
know the duties and functions of 
the housekeeping personnel, and to 
whom the personnel are responsible. 
Nursing service personnel should 
teach housekeepers—by demonstra- 
tion—procedures and activities 
taken over from the nursing depart- 
ment—for example, cleaning and 
making a bed after a patient has 
been discharged. Housekeeping can 
help nurses to understand the func- 
tions of their department if the 
nursing department invites the 
housekeeper to speak to the Student 


Nurses early in their course. By this 
means the young nurse will recog- 
nize the need for cooperation be- 
tween the two departments. 


Needs of Patient 


Good management in housekeep- 
ing should always take into con- 
sideration the objective of all hos- 
pitals, namely, good care of the pa- 
tient. Consequently in scheduling 
cleaning duties the housekeeper 
should be cognizant of the total 
floor situation. The time of patient’s 
treatments, doctor’s visits, rest 
hours, meal hours, visiting hours, 
etc., all create problems of no little 
concern for housekeeping and nurs- 
ing. 

Maintaining an adequate linen 
supply for the care of patients; con- 
trolling pests; keeping lavatories 
and corners. clean; _ controlling 
odors; removal of waste material; 
prevention of an accumulation of 
dust and rubbish to lessen fire and 
other hazards in the hospital; sani- 
tary methods of sweeping and dust- 
ing are all a part of the housekeep- 
er’s duties, and provide for the 
Please turn to page 66 





ganization, the ability of the head 
of the department is_ reflected 
throughout the entire department. 
An interested, sincere, hard working 
executive housekeeper will inspire 
this same interest, sincerity, and 
hard work from all who work in the 
housekeeping section. This usually 
leads to a well-managed housekeep- 
ing department. The _ executive 
housekeeper is the key to the well- 
managed housekeeping department. 

The best way to explain why good 
management is so important to hos- 
pitals is to quote from the October, 
1956, issue of HOSPITAL MANAGEMENT 
in which the July figures on “How’s 
Business” report that, in the South 
Atlantic area, housekeeping cost all 
hospitals on an average 88c per pa- 
tient day. Multiplying this figure by 
the number of patient days per year 
in your hospital—this could be your 
budget figure and a good size one 
too. 

Some hospital administrators give 
the impression that housekeeping is 
a minor department. In my opinion, 
this is far from the fact and I shall 
prove my point. 

This department is one of the few 
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units of the hospital family that 
operates or performs its functions in 
every department of the organiza- 
tion. This places the housekeeping 
department in a position to make or 
break the administrator’s personnel 
relations program and also could 
create major problems in his or 
her’s inter-departmental communi- 
cations channels. Here are two 
major programs of any organization 
being affected by the housekeeping 
department. 


Affects Public Relations 


There are more programs that can 
equally be affected such as public 
relations. Administration can spend 
time and money on this program, all 
of which can be undone or lost by a 
poor housekeeping section. The 
public believes what it sees and 
hears, and if it sees dirt or hears 
grumbling from members of this 
section talking in public areas they 
draw quick conclusions. 

Perhaps there is no more im- 
portant program to hospital admin- 
istrators than the patient relations 
program and, again, this program 


can be wrecked by a poor house- 
keeping department. Patients are 
exposed to members of the house- 
keeping department, at least daily 
and in many cases several times a 
day. Administration can provide ex- 
cellent facilities, good nursing care, 
and good food, but all could be lost 
by poor housekeeping or improperly 
trained personnel. 

Thus, there are four basic pro- 
grams of hospital administration 
that can be affected by the hospital 
housekeeping department. All 
housekeepers should review their 
own sections to be sure that they 
are not guilty of undoing the ad- 
ministrator’s plans and programs. 

Executive housekeepers are 
working under many handicaps, one 
of which is quantity and not quality 
in your personnel. For a well-man- 
aged housekeeping department a 
good guide can be found in the 
Manual of Hospital Housekeeping 
by the American Hospital Associa- 
tion. 

A’ well-managed housekeeping 
department is essential to all hos- 
pitals and it is the department 
head’s responsibility to see that the 
department is well managed. * 
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A lesson in s 
Scheduling for the Housekeeping Department 
by Emma Morgan } 
™ NOT LONG AGO I was privileged to SCHEDULING ; 
teach a class of student executive A. Kinds: 
housekeepers at the Hannah Harri- 1, Time Schedules. ] 
son School, Washington, D.C. This nee Pag aera 
school is a dream-come-true for Why Use Schedules: x I 
many women who have become its “1. To have an eifficient working department. 
graduates. 2. = ewes ay ay eae . ] 
: 3. To have records for Progress Reports. 
Many years ago, Mr. Julius Gar- 4. To make the Housekeeping Department more businesslike : 
eee ber founder = ouee Gar r so 5 oe — be on the same level as other departments 
cke oO. concelv: e idea o in the hospital. 
building a school to teach needy, . Effect on Employees: 
deserving women a means of liveli- i ct WE ices what to do and when to do it. : 
hood. He left a sum of money in his (b) He can plan ahead for his working hours and his 
will to build such a school where hours off. j 
women could be taught, free of (c) Plans can be made ahead for the Department. 
charge, some useful profession or (d) Any Assistant can check other departments than her 
A own. 
trade in short courses. Thus the (e) It is fair so that each person’s work will be the same. 
Hannah Harrison school was born. 2. Bad Schedules— 
One of its best and most popular (a) Workers will feel insecure. = 
courses is one in executive house- (b) Workers cannot make plans. 
keeping. I had the opportunity to (c) ses rag ok — disgusted and unhappy and 1; 
F therefore do bad work. im 
teach in the temporary absence of (d) If schedules are not all the same, employees are 
their regular teacher, Mrs. Alta not working fairly and work is not divided correctly. L 
Ord. ule: 
Since scheduling seemed to be a ae 
difficult and puzzling problem to ees 
many housekeepers I chose it as my a 
subject. It has been a help to many TIME SCHEDULES sho 
housekeepers, so I am passing it on . Lin Bede he 
with a hope that it may be beneficial 1. Can work only 40 hours. Thi 
to others. 2. Must have certain number of workers on week ends. ™ 
In a housekeeping department 3; — © uae number of hours for housekeeping a 
there are three important kinds of (a) Number of doctors and nurses at work. kno 


schedules which must be made in 
order to run a smooth efficient de- 


(b) Number of people in Housekeeping Department. 
(c) Activity in the Department. 


















































ae (d) Being fair about assignment. — 
partment, They are: time schedules, : 
stele Aeliiadion atid qnaitiom aed. (e) —_— of hours to work each day can be determined 
ules. 5 days 7 hours 4 days 7 hours 4 days 6 hours 5 days 8 hours 
1 day 5 hours 2 days 6 hours 2 days 8 hours each 
Miss Morgan is chief housekeeper at the 40 hours 40 hours 40 hours 40 hours 
District of Columbia General Hospital in B. Bhews be Sleds the Seiiae— 
Washington, D.C. 1. How many to work on the week-end. J 
Reprinted from the NEHA News, journal 2. How many hours are the employees to work each week day. 
of the National Executive Housekeepers How many hours over the week-end. I 
Association. 3. What time does the work day begin. 
\ 
VACATION SCHEDULES 
J 
May 29 - june 4 June 5 - June 11 June 12 - June 18 June 19 - June 25 June 26 - July 2 
Mary Mary William Ruth Ruth 
William (June 9) William (June 21) James ] 
July 3 - July 9 July 10 - July 16 July 17 - July 23 July 24 - July 30 July 31 - Aug. 6 I 
Arthur Arthur Ann Ann Ann (Aug. 3) 
Arthur (July 18) Jane (Aug. 5) .\ 
Aug. 7 - Aug. 13 Aug. 14 - Aug. 20 Aug. 21 - Aug. 27 Aug. 28 - Sept. 3 Sept. 4 - Sept. 10 J 
Jane Lucile Lucile James John 
Sept. 11 - Sept. 17 Sept. 18 - Sept. 24 Sept. 25 - Oct. 1 
John Joe Joe 
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Tues. 


PROBLEM A 


There are ten workers — Names: Mary, Ann, Jane, Lucille, Ruth, John, William, James, 
Joe and Arthur. Each works 5 days, 7 hours a day and one day of 5 hours. You 
need half your crew on Sundays. Day begins at 7:30 A.M. with one-half hour for lunch. 


First Week — Third Week — Fifth Week 
Wed. 


Thurs. Fri. Sat. | Sun. 


Second Week — Fourth Week — Sixth Week 


Tues. Wed. Thurs. Fri. 





7:30 Off | Off 
1:00 ack Peak 


7:30 
1:00 





7:30 Off | Off 
3:00 ay: 


7:30 
3:00 





7:30 
3:00 





7:30 
3:00 





7:30 
3:00 





Off 





Otf 





Oft 


OS Se Lect: 
SSiSsiSsissi: : 





7:30 
3:00 





7:30 
3:00 


apn) ae 
4 a 

















Time Schedules 


Let us first discuss time sched- 
ules, Plan these in advance. Make 
2 copy to be posted for all employ- 
ees to see or give each employee 
a copy. These are good ways of 
showing the employee which days 
he is to work, his days off, etc. 
Thus, he cannot give excuses that 
he did not know he was to work 
on the week end and so on. He 
knows he has no excuse for being 


late because he did not know the 
time he should report. On the other 
hand, he can plan ahead for his 
time off. He can see that the sched- 
ules are the same for everyone 
and that no one is getting special 
favors, 

Time schedules made in advance 
are helpful to the assistant house- 
keeper for she knows just how 
many people she will have. She 
can plan her work accordingly. Also 
one assistant may check other 


buildings besides her own because 
she will know all the schedules. 

Time schedules help the execu- 
tive housekeeper because she can 
very easily keep her time sheets. 
It helps her to make up her pay 
roll. It is very easy to make re- 
ports concerning attendance of her 
people. 


Work Schedules 


Second, let us consider work 
schedules. To the worker it means 





Tues. 


PROBLEM B 


There are 4 people. You need just one person on Sundays. They 
work eight hours each day for five days. Hours: 7:30 to 4:00. 
First Week 

Wed. 


Thurs. Fri. Sat. | Sun. Mon. 


Third Week 


Tues. Wed. Thurs. 





7:30 
4:00 


7:30 


Off | Off 
avers 4:00 





Off 


Off 7:30 
4:00 


Off : 
aia 4:00 





7:30 Off 
4:00 


ae 
4:00 








Sun. 


Second Week 
. Wed. 


Off 7:30 
sion 4:00 





Thurs. i. .}| Sun. Mon. 


Wed. Thurs. 


Tues. 





Off 


Off 7:30 
4:00 





7:30 
4:00 


Off 7:30 
ais 4:00 





Off 


Off 7:30 
4:00 





Off 


7:30 7:30 Off 
4:00 4:00 ae 





7:30 
4:00 








This method gives everyone a week-end off and each person who works on Sunday has Monday and Saturday 
off. This makes it fair for every worker. It is important to be sure that the week-ends are divided evenly. 
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How to Make Work Schedules with the Minimum Number of Workers: 


Problem I— 

You have a building with three floors, with all surgical cases—no contaminated places. You have four men and three women 
working. It is a week day and all seven workers are on duty. The work to be done is as follows for each floor: There are 20 patient 
rooms to be swept, damp mopped and buffed. There are 4 offices to be swept, damp mopped and buffed. There are 10 private 
bathrooms to be cleaned. There are 2 public bathrooms to be cleaned. There are 2 utility rooms to be cleaned. There are 24 
wastebaskets to be emptied and cleaned. There are 6 large trash cans to be taken to the incinerator and the trash to be burned. 
There are 2 hopper closets to be cleaned. There are 2 linen rooms to be cleaned. There is one treatment room to clean. There 
is one waiting room to be cleaned. There is one woman and one man assigned to each floor with one extra man. How should the © 
work be divided? 


20 patient rooms 2 public baths 6 trash cans 
4 offices 2 utility rooms 2 hopper closets 
10 private baths 24 wastebaskets 2 linen rooms 


1 treatment room 
1 waiting room 


Answer 
Each Man— 


. Sweep all the 20 patients’ rooms. 
Damp mop or dust all patients’ rooms. 

. Sweep and mop the 10 private baths. 

. Sweep and mop the 2 public bathrooms. 

. Mop (either damp mop or dust mop) the 4 offices, 2 linen rooms, treatment room, waiting room, 2 utility rooms and hop- 
per closets. : 

. Buff all the whole floor. 

. Empty all the wastebaskets into the trash cans and clean the baskets out. 

8. Help keep the hopper closets clean. 
Each Woman— 


1. Sweep the 4 offices, 2 linen rooms, treatment room and waiting room, the 2 utility rooms and the 2 hopper closets. 

2. Clean the 10 private bathrooms by cleaning the toilets (inside and outside), the wash bowls, the pipes of the toilets and 
bowls, clean the bath tubs or showers, put in supplies of soap, toilet paper, etc. Clean the window sills, check the shower cur- 
tains, etc. 

. Clean the public baths the same way. 

. Dust the furniture in the 4 offices. 

. Clean the hopper sinks and shelves in the hopper closet. 
. Dust furniture in the waiting room. 

7. Clean shelves, sinks, etc. in the utility rooms. 

8. Clean tables, sinks, furniture in the treatment room. 

9. Dust furniture, window sills, etc. in each patient room. 

10. Also the girls will have to clean the discharge rooms. 

The extra man will collect the 6 trash cans from each floor and take them to the incinerator and burn the trash. He must 
also clean these cans. The rest of his time can be spent in cleaning stairways, buffing floors and doing extra cleaning like wash- 
ing windows, cleaning brass, washing woodwork or walls, etc., etc. 














Problem II 


Problem IV 
The same building, the same amount of work to be done, es 


but one man has a day off. In other words, you have three 
men and three women on duty. Your work schedule for 
the three men could be done in two different ways: First 
Way—Each man could care for the trash on his own floor 
and take it to the incinerator to be burned. This method 
would depend on how long it would take each boy to do 
this work. The length of time would depend on the dis- 
tance the incinerator is from the building. Whether or not 
you had sufficient hand trucks to handle the trash this 
way, and what the elevator service would be, etc. Second 
Way—The other way this problem could be handled is 
that one of the three boys could be assigned to empty all 
the trash on the three floors and do part of his own work 
on his floor. It would be best for him to sweep and mop 
the 10 private and 2 public bathrooms. No extra work like 
washing windows, etc. would be done this day. One of the 
boys would sweep and damp mop the 20 patient rooms. 
The other boy would damp mop or dust mop all offices, 
utility rooms, linen rooms, treatment room and waiting 
room and empty all the wastebaskets on the floor. Each 
of the two boys, who will split the work of the third boy’s 
floor between them, will also have to do his own floor. 





Same building, same work. One boy has a day off and one 
boy is on vacation. All three girls are at work. Have the 
girls do more sweeping—and not to do a thorough clean- 
ing in the bathrooms, etc. Then divide the heavy work 
between the two remaining boys. Also you may be able 
to switch workers from some other building. 

Same building—Sunday work. Two men and two women 
are on duty. Divide the sweeping between the men and 
women for the three floors. Do only mopping in the bath- 
rooms and rooms that are bad. Clean the bathrooms and 
empty the trash. The offices would no doubt be closed on 
Sundays so that no work would be needed there. 

Of course if you are in a hospital where you can have the 
number of workers needed, or can hire part-time workers 
or temporary workers, then your problems will be simple. 

















Problem III 
Same building, same people, except one girl is off. The 
best way to split this is to have the trash boy doing the 
sweeping that the girls do, on the floor where the girl is 
off. The rest of the girl’s work can be split between the 
two other girls. 








Problem V 

Transferring Workers from One Building to Another 
You must have your workers thoroughly trained in the 
work for each building. Especially in the buildings where 
they may be asked to work. When employees are hired, 
they must understand that they might have to work in 
several buildings so they will not feel badly when you call 
upon them to help in another building. 
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have unexpectedly absent em- 


Problem C ployees they can tell from the work 


You have four boys and three girls. On Sundays you need - schedules who will be able to do 
only one girl, but you need two men. They work seven 


hours five days, and five hours one day. Hours begin at some of the work of the absent em- 
7:30. ployee. If there should be emer- 
eo ° gency cleaning needed such as 
Week Sun. . Tues Wed. Thurs. Fri. Sat. caused by a flood or a place that 
: ae et Coe Te a has suddenly become contaminated, 
Jane .---3. bes dee a icon PUB TO ete the assistant housekeeper can tell 
Ruth F re Be : iS ee from the work schedules just who 
en : tee : 3:00... she may assign to take care of the 
Bi 5 8 , oo : ; vee see extra work. 
= : - - 22 The assistant housekeeper can 
William .3° ae E : re ie. ; also make an excellent report of 
: ———— : cane work accomplished in her section by 
following the work schedules. She 
will know how many times rooms 
are mopped, waxed, buffed, etc. per 
week or per month. 

Work schedules help the execu- 
tive housekeeper to know that all 
the cleaning for the whole hospital 
has been assigned to someone. She 
will know that her assistants have 
something to use to check the 
workers—just by following the 
work assigned to each person on 
: : the work schedule. It gives her an 
William . 3 ; 4 Bap tac ae tee ie Bs excellent way of checking both as- 

. sistants and workers as she makes 
inspection visits to various parts of 
the hospital. 









































James ... 





US eae 3. 





Arthur .. RT) SOR. aay ae : Kis Vacation Schedules 





Third F The third division is Vacation 
Week Schedules. It is well to plan these 
Jane® xii tee tee tee ; ; in advance several months so that a 

; EE DEE : : fair division can be made. Around 
Ruth ... Easter time, each employee should 











Please turn to page 66 











WORK SCHEDULES 





Purpose— 
(a) To divide the work to be done with the number of 
people on the job. 
Arthur .. eee eee : : tee (b) Must be fair to see that each person—though it be 
aie eee see : : see different kind of work—has enough work to keep 
him busy his whole day. 
(c) How to Divide Fairly— 




















=e oo ® 





that he knows what is expected of 
him, He may start in the morning, 
after reporting in, on his assigned 
work without further instructions. 
To a worker who is interested in 
his job and wants to have a good 
showing, a work schedule is most 
helpful. He will plan the work that 
is assigned to him for that day .so 
that he will be sure he gets it all 
done and done well, If he has an 
extra heavy day, he will have to 
work a bit faster to accomplish it 
all; or he may have to give a por- 
tion of the floor less cleaning that 
particular day in order to accom- 
plish his full assignment. 

Work schedules are most helpful 
to assistant housekeepers. If they 
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1. For Example — Mopping takes longer than sweep- 
ing, therefore one person can sweep about twice 
as fast as he can mop. 

. For Example — Cleaning bathrooms takes longer 
than dusting a room—this must be considered in 
dividing the work of the women. 

. Also it must be considered how many patients are 
in the area and what kind of patients. A children’s 
floor takes longer to clean than an adult’s especially 
if the children are ambulatory. 

. An adult floor with all bed patients takes less time 
to clean than one with all ambulatory patients. 

5. It depends upon the kind of treatment a bed patient 
is being given. A floor with the majority of patients 
having any kind of intravenous treatment or with 
any kind of tubes with bottle connections takes 
longer to clean than those wards without these 
various connections. 

. Contaminated floors that havé to have special clean- 
ing take longer to clean. 

. The kinds of floors and the kind of treatment the 
floor has had, like waxing, makes a difference in 
the time it takes to clean the floor, etc., etc. 














® FLOORS ARE Big Business! This is true for number 
of reasons. One is that floors represent approximately 
10 percent of the total cost of a building. Another is 
that floors receive as high as 90 percent of the use and 
abuse to which any portion of the building is sub- 
jected. To me one of the reasons that floors are big 
business is that they are our top Public Relation’s 
Agent. The first impression that the visitor gets as he 
enters our hospital lobby is from the broad expanse of 
flooring before him. Well kept floors have a way of 
smiling at you and giving you a welcome. Conversely 
poorly kept floors have a way of doing just the oppo- 
site. 

Recently I read this statement, “floors are an en- 
vironment”,"That is an excellent way to express it, 
for the floors in a hospital reflect to a large degree the 
type of housekeeping done throughout the institution. 
Yes, FLOORS ARE BIG BUSINESS. More than that, 
floors are your business. As a background for our 
session on floor maintenance, let us consider the var- 
ious types of floors and their characteristics. Flooring 
materials which are commonly used today, can be 
classified into two kinds, soft floors and hard floors. 
Listed below are floors in each of these classifications 
and a few important facts to remember about them: 





SOFT FLOORS 


Asphalt Tile Avoid oil, grease, solvents and strong 


alkaline cleaners. Never flood with 
water or leave water on the floor 
any longer than necessary. 


Linoleum 


Rubber Tile 


Vinyl Tile ) Avoid harsh abrasives. 











HARD FLOORS 


Alkaline cleaners and water are to 
be avoided at all times except on 
properly sealed floors. 

Always wet before washing. Avoid 
acids and washing solutions contain- 
ing carbonates or trisodium phos- 
phate. On marble and terrazzo do 
not use abrasive cleaners. On con- 
crete do not use gasoline to remove 
oil or grease stains. 


Marble 


Terrazzo 


Concrete 











by Mrs. Willard K. Tew 


If we examine the cost of floor maintenance we will 
see that between 90 and 95 cents out of every dollar 
spent for floor maintenance goes into labor. It is ob- 
vious then that it is sound economy to buy the best 
products and the best equipment. It does not pay to 
buy poor products and poor equipment, when this adds 
to the labor cost. The real economy is effected when 
time required for proper floor maintenance can be cut 
down on, for example, by extending the period be- 
tween waxings or by using a detergent that cleans well 
with a “once over” operation. Further man hours can 
be saved by the proper size floor machine and by ade- 
quate tanks. 

Let us consider further some of the things included 
in the 10 pereent expenditure of the floor maintenance 
dollar that will help you get the most from your 90 
percent expenditure — labor: 


The First of These is the Cleaner — 


Too much emphasis cannot be laid on the impor- 
tance of a good cleaner to maintain your floors, to pre- 
serve your floors and to save precious manhours. Those 
of you who have been in this business for a long time 
will agree with me when I say that there are relatively 
few good ones on the market. I go back to my state- 
ment, “floors are your business”, and add to that se- 
lecting the cleaner that does the very best job possible 
is also your business. Floor cleaners can contain either 
soap or synthetic detergents. The synthetic detergents 
or non-soap cleaners have come into common use in 
the last few years and have certain distinct advan- 
tages in many instances over soap type cleaners. 

When you are choosing a cleaner for your floors 
there are certain basic things to remember: 

1. The Cleaner must be neutral . . . the pH must be 
a known factor. Now if I wanted to confuse you “real 
good” I’d tell you that pH is “the negative logarithm 
of the hydrogen ion concentration” and you would not 
be any more more confused than I am with that term. 
pH is the term that measures the strength characteris- 
tic of a solution of alkali or acid rather than the quan- 
tity of the alkali or acid in the solution. The pH scale 
runs from 0 to 14, pH 7 represents neutrality i.e. nei- 
ther acid nor alkaline. 

Now let’s take a look at the pH scale or range —- 
here the chemist works a dirty trick on the layman. 
The layman might rightfully assume that a pH of 9 
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which is two points removed from the neutral pH 7 
represents a condition which is twice as strong as a pH 
of 8 which is one point remeved. But such is not the 
case. The fact of the matter is that for each whole 
number variation in pH there is a ten fold change in 
alkalinity or acidity. It is essential that you know the 
pH of the cleaner you use, for the pH can: 

(a) Ruin your floor. 

(b) Ruin waxes and seals (waxes wear out because 
floors are not alkaline enough) pH may be your 
answer as to why your wax doesn’t hold. Test 
for pH (Use P-Hydrion Papers). When you are 
ready to wax, the floor should be as near 7 as 
possible. 

. The cleaner must be free rinsing . . . this is par- 
ticularly important on conductive flooring. Also 
it is a safety factor. When the cleaner builds up 
a film, it causes slippery floors. 

. It should do a good stripping or a good cleaning 
job with ... 4 ozs. detergent to 1 gal. of water 
and damp mopping job—1%% to 2 ozs. to a gal. 
When it takes more than that for the average 
floor, your cleaner is not good enough and you 
are not being a watch dog of the 90c expenditure 
— labor. Never forget that materials that save 
labor are cheap at any price. Therefore, good 
materials are inexpensive. 


The Second Thing Included in Your 10% is Wax 


Here again is a place where only the best is good 
enough and inexpensive enough. Also here is a place 
where many a hospital housekeeper has found pitfalls. 
The best way for you to decide on the wax you are 
going to use is through the trial and error method 


(test one against the other). The main thing to con- 
sider is the end results. The good product is worth 
the money; the results are the proof. 
Wax is, of course, a seal and floors are sealed for: 
1. Protection 
Floors are expensive and when properly main- 
tained should last as long as the building. Main- 
tenance is important in making the floors last. 
. Ease of Maintenance 
Properly waxed floors makes maintenance easy. 
Keeps injurious substances out of the floor. 
. Beauty — appearance 
When floors are properly waxed good appearance 
is brought about by light reflection. 


What to Look For in a Wax 


1. Easy to apply — self leveling 
2. Good buffability 

3. Water proof 

4. Good removability 


Other Things to Remember about Wax 


. Must not have too much resin 
. Must not stack 

. Less slipping 

. More economical 

. Last longer 


The Third Thing Included in Your 10% Expenditure is 
Equipment 


Here too is a place where only the best and the most 
adequate can be afforded. Also the proper care of 
equipment enters the picture. There are a number of 
good machines on the market. Your choice will depend 
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upon your needs, Large machines are excellent for 
corridors and other large areas, the 16” is good for 
patient rooms, offices etc. Whatever the make, what- 
ever the size your floor machine is, it is your strong 
ally in making your hospital floors what they should be. 
Your mopping units should be adequate for both the 
scrubbing solution and rinsing. The wringer, the proper 
size mops, steel wool pads and other materials should 
be right at hand. A very important part of your floor 
maintenance program is that all supplies should be 
carried to the area and that no manhours are Jost 
looking for something needed to do the job. 


Organization and Good Procedures are also an Im- 
portant Part of Your Floor Maintenance Program — 
When, How, Who ... are the three musketeers, that 
will contribute immeasureably to the efficiency of your 
floor maintenance program. 

WHEN (A planned program ° 
{A card file (records) 

(Proper methods 
Training program 

WHO (Each worker properly scheduled 
FLOOR MAINTENANCE (Asphalt and Vinyl Tile) 
I. DAILY CARE 

A. Sweep with regular push broom or clean dust 

mop. 

B. Buff 

C. Go over with treated dust mop. 

II. DRY CLEANING OR PERIODIC CARE 

A. Sweep. 

B. Buff with steel wool (size 00) 

C. Go over with treated dust mop. 

D. Damp mop (clear, cold water) 

E. Apply one thin coat of wax. 

F. Buff with soft brush. 

III. PROCEDURE FOR STRIPPING AND RE-WAX- 
ING 
A. Strip with a neutral detergent (pH. not more 
than 10.5). 

. Scrub with machine, putting as little water as 
possible on the floor. 

. Rinse well. 

. Pick up excess water and let floor dry. 

. Apply one coat of wax (very thin), use a 24 oz. 
mop, very clean, do not use these mops for any 
other purpose. 

NOTE: Mopping wax on is faster, gives an even appli- 
cation. To get a thin application put mop in wax then 
wring out almost dry, (just as you would in damp 
mopping. ) 

F. Buff out first coat. 

G. Apply Second Coat — buff it out. 

H. Apply Third Coat — buff it out. 

Wax should be so thin that it will dry in ten minutes. 
In buffing between coats, buff with soft brush (never 
use steel wool in this procedure). 
NOTE: One coat of wax is used on Viny] tile. 
IMPORTANT THINGS TO REMEMBER IN FLOOR 
MAINTENANCE (Asphalt and Vinyl Tile). 
1. Apply thin coats of wax because, 
a. less scuffing 
b. easier maintenance 


HOW 


Please turn to page 83 


Mrs. Tew is director of housekeeping services, University Hospital, 
Jackson, Mississippi. This article is taken from material presented 
at "Operation New Broom", an Institute on Hospital Housekeeping 
held at the University Hospital, September 10, 1956. 
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Housekeeping 


1. Salaries and Wages. 

a. Supervisors. 

b. Maids and Porters. 
2. Supplies and Expense. 

a. Supplies and expense — 
soap, mops, brooms, scrub 
pails, paper towels, toilet 
tissue, polishes, and renew- 
al of minor equipment not 
properly chargeable to an 
equipment account. 

. Special Services — pay- 
ments to outside agencies 
for insect extermination, 
window washing, rubbish 
removal, etc. 

. Repair of equipment — pay- 
ments to outside agencies 


A. Personnel 


Labor represents at least 55 per- 
cent to 65 percent of the total cost 
of a hospital’s operations, with per- 
sonnel costs contributing to between 
85 percent and 90 percent of the 
housekeeping department budget. 
Economies of time, money and sup- 
plies are realized through the es- 
tablishment of efficient work meth- 
ods and the enforcement of calcu- 
lated standards of quality and work 
load. All of the activities are con- 
trolled through the use of an effec- 
tive work measurement system. 
Leaks in manpower that are caused 
by absenteeism, turn-over, idle 


COS§T CONTROL 


™ CONTROLLING COSsTs within a hos- 
pital is the responsibility of every 
employee, with the scope of respon- 
sibility increasing as you ascend the 
organizational scale. Viewed from 
the top executive position, responsi- 
bility must be assigned to specific 
department heads for specific areas 
of function or activity, with depart- 
ment heads, in turn, assigning 
responsibilities downward through 
their staff. Thus, controlling costs 
really means controlling people, and 
all of the leadership skills of execu- 
tives throughout the organization 
must be utilized in order to accom- 
plish this objective. 

To become better oriented to the 
elements which comprise costs with- 
in the housekeeping department, the 
classification of expenses as de- 
veloped by C. G. Roswell’, is help- 
ful: 


Mr. Sable is assistant superintendent of 
business services at the Neuropsychiatric 
Institute, University of California Medical 
Center, Los Angeles. 


*Acccunting, Statistics and Business Office 
Procedures for Hospitals, ©. G. Roswell, 
United Hospital Fund of New York, New 
York, N. Y., 1946, pages 101-102. 
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for repairs to machines and 
equipment used by house- 
keeping departments. 


Whenever possible, a further 
breakdown of expenses should be 
made by various areas and services 
for cost analysis purposes of other 
departmental operations within the 
hospital. It should be kept in mind 
that the above classification ac- 
counts for only direct departmental 
expenses. There will be an element 
of indirect, or overhead expense 
assigned to the housekeeping de- 
partment for services and supplies 
provided by all the other depart- 
ments of the hospital. 


The executive housekeeper should 
be held definitely responsible and 
accountable for the direct expenses 
within her department. The various 
cost elements of each operation 
should be studied, analyzed and 
closely followed in the control effort. 
The following are some cost produc- 
ing elements in the executive house- 
keeper’s duties and activities areas 
which may be considered: 


by Ernest M. Sable 


time, lost motion and unused skills 
should be stopped up through es- 
tablished personnel practice tech- 
niques, such as proper placement, 
good supervision, development of in- 
centives and job interest factors and 
job methods review. 


B. Training 


Training is essential to the de- 
velopment of skills and habits neces- 
sary to do a good job in the mini- 
mum time and with the minimum 
cost and effort. Training programs 
are costly, but a careful program 
of record keeping should show how 
a training program relates to de- 
creasing rates of turn-over, absen- 
teeism, sickness, waste and acci- 
dents, and contributes to improve- 
ment in work production, quality, 
workers’ attitudes and morale. Econ- 
omies are achieved through the use 
of fewer employees producing a 
better quality of job. 


C. Safety 


Accident prevention is good busi- 
ness. Not only does it protect the 
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Administrator shows how controlling housekeeping 


people and procedures keeps down expenses 


physical condition of the employee, 
but it promotes the desire of the 
employee to remain with the insti- 
tution. It prevents property damage, 
it decreases the cost of workmen’s 
compensation and public liability 
jnsurance premiums, and it helps 
to build and maintain good public 
relations. Since accidents disrupt 
the regular operating routines, the 
effectiveness of the work is reduced 
proportionately. The more injuries 
there are, the greater the loss of 
efficiency there will be. Establish- 
ing effective controls over accidents, 
through the activities of a safety 
committee and other administrative 
techniques, is good business and 
good economy in the long run. 


D. Purchasing 


Numerous purchasing techniques 
in cooperation with the purchasing 
agent are available to the house- 
keeper for reducing costs in her de- 
partment. One should buy the qual- 
ity required for the end use, not any 
greater quality nor lesser quality 
than will contribute to the proper 
performance of the operation. Sup- 
plies should be conserved at all 
times. Emphasis should be placed 
upon this attitude in all the em- 
ployees. The activities of a stand- 
ardization committee will help re- 
duce the number of items that must 
be purchased and stocked by the 
storeroom. 


E. Shifting of Duties on an 
Interdepartmental Basis 


The trend for housekeeping is to 
take over many nursing unit func- 
tions leaving the nurses free for 
professional services. When a pa- 
tient is dismissed, housekeeping en- 
ters the picture and nursing does 
not function again until a new pa- 
tient is in bed in a perfectly set up 
unit. This trend should lessen basic 
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hospital costs. The executive house- 
keeper at all times should seek the 
placement of duties and responsi- 
bilities on a scientific basis so as to 
accomplish a desired service in the 
most efficient and economical man- 
ner. It is a two-way street with the 
housekeeper accepting new respon- 
sibilities in certain instances and 
having certain other duties re-as- 
signed away from her department. 


F. Decorating and Refinishing 


One should select colors, fabrics, 
rugs, and furnishings with an eye to 
initial cost, durability, maintenance 
costs and practicality. Good records 
will show the wisdom of choices and 
will indicate the direction of future 
actions in this area. A proper bal- 
ance between rigid standardization 
on the one hand, and healthy, ther- 
apeutic atmosphere on the other 
must be achieved. 


G. Repairs and Replacements 


Preventive maintenance is a good 
investment in time and money. 
Through periodic inspection of 
equipment, repairs and replacements 
can be made early before expensive 
repairs become necessary or serious 
injuries result from accidents. Co- 
operation with the maintenance de- 
partment in this area is most im- 
portant. Further, employees must 
be trained in the proper handling of 
equipment so as to minimize repair 
and replacement costs. 


H. Linen Control 


An inventory should be taken at 
periodic intervals, just as the busi- 
ness office must count its cash fre- 
quently. If one is able to establish 
the feeling that linens represent 
money, much can be accomplished 
in preventing its misuse, abuse and 
over-use. It is helpful to establish 
a linen standard for a particular 
floor and to work with the nursing 


department to gain acceptance of 
the standard and its enforcement. 
Extra precautions also should be 
taken to protect hospital property 
against stealing. Records of usage 
and replacement are helpful guides 
in any program of linen control 
aimed at economy and service. 


Il. Sewing Room 


This is an operation in which the 
economies of repair and manufacture 
must be weighed against the cost of 
purchase, for it is uneconomical to 
put in man hours on items which 
can more economically be purchased 
or which will be repeated repair 
problems with continued usage. This 
is also an area in which volunteer 
services may be used to great bene- 
fit by the hospital and it is here that 
the executive housekeeper can co- 
operate with the administrator in in- 
stituting such a program. 


Conclusion 


If the housekeeper is to discharge 
her responsibility for cost control, 
she must first of all know her costs. 
To do this it is important to keep 
accurate and sufficient records and 
to receive reports from the business 
office periodically. They should be 
used to effect savings and to sub- 
stantiate recommendations. It is 
necessary to keep “cost conscious” 
in all activities, for one must realize 
that time is money and that supplies 
and equipment should be treated 
like currency. Since the executive 
housekeeper can be held responsible 
for the costs of operation of her 
activity, it behooves her to investi- 
gate each function or activity area 
that goes on under her control and 
to exert not only her own best 
efforts, but to secure the cooperative 
efforts of all her employees to 
achieve efficiency and economy 
within her department. a 
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A Study of Sick Leave Usage 


The CAUSE and CURE of employee absences 


by Bernard J. Lachner 


® SOMETHING HAS TO BE done about 
the amount of sick leave that is be- 
ing used! Staffing problems, last 
minute absences, schedules that had 
to be postponed because of an ab- 
sent employee. These were the 
problems that employees, supervi- 
sors, department heads, and the ad- 
ministration were confronted with 
in early 1955. 

The sick leave law for the State 
of Ohio, Civil Service Employees, 
authorizes fifteen (15) days sick 
leave for each calendar year, 
earned at the rate of 1% days for 
each full month of service. Sick 
leave, under the law, is cumulative 
to ninety (90) days. An employee 
absent for three days or more must 
bring an attending physician’s cer- 
tificate on return to work, stating 
the nature of the illness, and the 
date the employee may return to 
work, In accordance with the pro- 
visions of the sick leave law, no 
employee can be paid for any ac- 
cumulated sick leave upon termina- 
tion of service. 

Sick leave with pay may be 
granted upon approval of the ad- 
ministrative supervisor for personal 
illness, injury, exposure to conta- 
gious or communicable diseases, 
and for illness or death in the em- 
ployee’s immediate family. The em- 
ployee’s immediate family is con- 
sidered to include husband or wife, 
children, mother, father, brother, 
sister, or legal guardian of the em- 
ployee. 

If the employee does not show 
up for work as scheduled, he may 
claim sick leave for that day by so 
requesting it from his supervisor. 
The supervisor makes the decision 
as to whether or not the employee 
will be allowed sick leave pay for 
this period. 

In an effort to find out just what 
actually was happening at this time, 
a sick leave analysis for the calen- 
dar year 1954 was prepared by the 
personnel department, as shown in 
Table 1. The total employee group 
was broken down into fifteen (15) 


Mr. Lachner is Assistant Director of the 
om Tuberculosis Hospital in Columbus, 
io. 
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categories, with a twelve point 
study under each category. The 
business office supplied the cost 
figure of $10.00 as the average daily 
wage in the hospital at that time. 

As the figures show, with 286 full 
time employees, there were 2,013 
days off with paid sick leave 
amounting to $20,130.00 for the 
year. Further analyzing the figures 
pointed out something that we 
thought was happening but up un- 
til this point didn’t have the fig- 
ures to prove. The one day absence 
was our real problem! There were 
849 one day absences which were 
69.2 percent of the total number 
of absences. The one day absence 
cost was $8,490.00 in 1954. This in 
turn was 42.2 percent of the total 
sick leave cost for that year. An- 
other way of looking at the figures 
was that each employee on the 
averege was absent seven (7) days 
during the year. 

This information was presented 
to the department heads at a reg- 
ular department head meeting, and 
their reaction was immediate, Sub- 
sequent discussion at this time 
pointed up the fact that perhaps re- 
quests for sick leave were not re- 
ceiving the critical review they 
should, and there was recognition 
that they, as department heads, had 
the responsibility and authority to 
control in this matter. 

A review of sick leave usage for 
calendar year 1955, as shown in 
Table 2, shows that with a total of 
281 employees there were 1842 days 
sick leave, at a cost to the hospital 
of $18,420.00 (Using the $10.00 daily 
wage level), a reduction of 171 
days. The number of one day ab- 
sences dropped from 849 in 1954 to 
619 in 1955! The percentage of total 
absences that were one day ab- 
sences dropped from 69.2 percent to 
65.8 percent. The percentage of to- 
tal cost that was due to the one day 
absence dropped from 42.2 percent 
to 33.6 percent. 

We recognize the fact that on oc- 
casion absence for one day to re- 
cover from illness may prevent 
longer absences, and on occasion a 
department head or other super- 
visory authority will request an 


employee to go off duty to take 
care of his or her illness. 

The hospital holds that employ- 
ees are expected to give full time 
service, to be dependable, and to 
make every effort to be present for 
work unless illness or other emer- 
gencies prevent them from doing 
so. 

It is also recognized that an em- 
ployee will occasionally become ill, 
thus being prevented from report- 
ing to duty; it is the purpose of the 
hospital to continue the salary of 
the employee who is truly sick and 
who is prevented from coming to 
work through no desire of his own. 

Sick leave benefits are granted to 
employees so that they will not lose 
income for absences that they can- 
not avoid. On the other hand, the 
sick leave policy is not intended in 
any way to make it possible for 
employees to be absent avoidably 
without loss of pay. 

Here, then, is the critical point 
of our sick leave policy, and that is 
the pin pointing of responsibility at 
the department head or supervisory 
level. These are the people who are 
more familiar with the employee, 
his or her dependability, his or her 
physical limitations, and other 


guides that will make it possible for: 
the immediate supervisor to exer-. 
cise the best judgment regarding: 


the sick leave allowance for such 
absences. 

We do not by any means feel that 
in the short time of one year that 
we have met and been able to plan 
for all of the evils inherent in this 
type of employee benefit. However, 
we do feel that, as a result of the 
studies in 1954 and 1955, we now 
have facts to portray for us what 
has been happening as far as sick 
leave usage in the hospital for this 
period, It is with this knowledge 
of where we are now that we are 
attempting to, by critical review of 
sick leave requests, at what we 
consider to be the proper level of 
supervisory authority, to show fur- 
ther gains in the reduction of the 
total amount of time lost to the 
hospital by the misuse of sick leave 
benefits. r] 
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Iowa Doctors and Hospitals 
Reach Agreement 


™ THE IOWA HOSPITAL ASSOCIATION 
and the Iowa Medical Society have 
reached an agreement on hospital- 
specialist relationships and have 
made a joint declaration on princi- 
ples to be sought in amending state 
legislation. The amended text of the 
joint declaration reads as follows: 

1. The ownership and mainte- 
nance of the laboratory and X-ray 
facilities and the operation of same 
under this joint declaration is a 
proper function of a hospital. 

2. Pathology and radiology serv- 
ices performed in hospitals are the 
product of the joint contribution of 
hospitals, doctors and technicians 
but these services eonstitute medi- 
cal services which must be per- 
formed by or under the direction 
and supervision of a doctor, and no 
hospital shall have the right, direct- 
ly or indirectly, to direct, control or 
interfere with the professional med- 
ical acts and duties of the doctor in 
charge of the pathology or radiology 
facilities or of the technicians under 
his supervision. 

3. Each hospital should arrange 
for such services and for the direc- 
tion and supervision of its pathology 
or radiology department by entering 
into either an oral or written agree- 
ment with a doctor who is a mem- 
ber of or acceptable to the hospital 
medical staff. Such doctor may or 
may not be a specialist. The labora- 
tory may be supervised and directed 
by a qualified member of the staff 
and specific services may be re- 
ferred to a specialist, or the special- 
ist may also: direct and supervise 
the laboratory as may be desired. 
Any contract so entered into shall 
be in accordance with the principles 
stated herein. 

4. Technicians and other person- 
nel (not including doctors) in pa- 
thology or radiology departments, 
shall (unless the department ° is 
leased or unless the hospital and 
doctor mutually agree otherwise), 
be employees of the hospital, sub- 
ject to the rules and regulations of 
the hospital applicable to em- 
ployees generally, but under the 
direction and supervision of the 
doctor in charge of the Department 
as set forth elsewhere in this Decla- 
ration. 

5. The doctors and hospitals shall 
mutually agree upon the employ- 
ment of any technicians necessary 
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for the proper operation of said De- 
partment and no technicians shall 
be dismissed from said employment 
without the mutual consent of the 
parties provided, however, that in 
the event the hospital and Doctor 
are unable to mutually agree upon 
the hiring or discharge or disciplin- 
ing of any employee of said Depart- 
ments, the matter shall be promptly 
submitted to the joint conference 
committee. 

6. The contract between the hos- 
pital and doctor in charge of the 
laboratory or X-ray facilities may 
contain any provision for compen- 
sation of each upon which they mu- 
tually agree, provided, however, 
that no contract shall be entered 
into which in any way creates the 
relationship of employer and em- 
ployee between the hospital and the 
Doctor, and a percentage arrange- 
ment is not and shall not be con- 
strued to be unprofessional conduct 
on the part of the physician or in 
violation of the statutes of the State 
of Iowa upon the part of the hos- 
pitals. 

7. The hospital admission agree- 
ment signed by the patient or his 
legal representative shall contain 
the following statement: 

“Pathology and radiology services 
are medical services performed or 
supervised by physicians, and the 
personnel and facilities are fur- 
nished by the hospital for said 
services. Charges for such services 
are collected, however, by the hos- 
pital on behalf of said Doctors 
pursuant to an agreement between 
said physicians and the hospital, 
and from said charges I consent 
that an agreed sum will be retained 
by the hospital in accordance with 
an existing agreement between the 
Doctor and the hospital.” 

8. The hospital bill shall properly 
include the charges for pathology 
and radiology services as long as 
the name of the Doctor is stated and 
it fairly appears that the charge is 
for medical services. 

The said hospital bill shall also 
contain a statement substantially in 
the following form: 

“The pathology and_ radiology 
charges are for medical services 
rendered by or under the direction 
of the Doctor listed above and are 
collected by the hospital on behalf 
of the Doctor, from which charges 


an agreed sum will be retained by 
the hospital in accordance with an 
existing agreement to which reten- 
tion you consented at the time of 
your admission to the hospital.” 

9. All fees to be charged by the 
physicians for pathology and radiol- 
ogy services shall be mutually 
agreed upon by the hospital and the 
Doctor. In the event dispute shall 
arise between the parties the matter 
shall be submitted for judgment to 
the Joint Conference Committee. 

10. Fees for radiology and pa- 
thology services must be paid for as 
medical and not hospital services. In 
all cases this requires payment by 
“Blue Shield” (Iowa Medical Serv- 
ice) and not by “Blue Cross” (Hos- 
pital Service of Iowa). 

11. Nothing in these principles is 
intended or should affect in any way 
that obligation of public hospitals 
under Chapter 347 or 380 of the 
Code of Iowa (1954), as well as the 
State Hospital at Iowa City, to pro- 
vide medical treatment for indigent 
persons or tuberculosis patients as 
provided in Chapter 254 and Chap- 
ter 255 of the Code wherein medical 
treatment is to be provided by hos- 
pitals of that category to patients 
of certain entitlement, nor to the 
operation by the State of mental or 
other hospitals authorized by law. 

12. Whenever used herein the 
term: 


a. “Hospital” shall include all 
hospitals licensed under Chapter 
135B of the Code of Iowa (1954); 


b. “Doctor” shall mean any per- 
son licensed to practice medicine 
and surgery under the provisions 
of Chapters 147 and 148 of the 
Code of Iowa (1954); 


c. “Technician” shall mean either 
technician or technologists; 


d. “Joint Conference Committee” 
shall mean the “Joint Conference 
Committee” as required by the 
Joint Commission on Accredita- 
tion of Hospitals. 


e. “Employees” as used the first 
time it appears in Paragraph 4 
hereof, and “employment” as 
used in Paragraph 5 hereof, shall 
include and pertain to members 
of the religious order operating 
the hospital even though the re- 
Please turn to page 66 
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QUALITY BLOOD 


Saftiflex, the Cutter plastic blood container, extends platelet 
preservation two to three days! Blood is livelier— exhibits 
greater oxygen-carrying capacity than bottles even after 3 
weeks storage. Practically no foaming or clot formation is 
experienced when properly drawn. 


GREATER SAFETY 


A completely closed system during withdrawals and admin- 
istration eliminates the air embolism hazard, even in rapid 
administration. Air pumps are unnecessary. 


NO CHANGE IN TECHNIQUE 


A detached set is used, allowing serology samples to be drawn 
into pilot tubes in the usual way. Positive seal diaphragm 
* permits plasma aspiration yet prevents contamination. 


External pressure can safely be ap- 
plied by hand or conventional blood 


pressure cuff. Fibrin and clots can GREATER CONVENIENCE 


siiadeaiicin ctelaatinnaaanneaia Cutter Saftiflex— made from sturdy, transparent polyvinyl 


chloride— remains flexible even at 0° Centigrade. Steam ster- 

Your Cutter ilized and individually packed in polyethylene-lined alumin- 
representative will um foil envelopes, Saftiflex is lighter and more compact for 
be glad to give you storage and use. Breakage is rare. Upon expenditure, the con- 


and your staff more tainers are easily disposed by burning. 


information. 
SIMPLIFY FOR SAFETY WITH 


s= Safttiflex 


ae PLASTIC 
BLOOD CONTAINERS 


A Product of Cutter Engineering Research 
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Who's Who 





Antonius, Dr. NicHotas A.—Ap- 
pointed medical director of St. 
Michael’s Hospital in Newark, New 
Jersey. At present he is director of 
the hospital’s department of Cardi- 
ology and chief of medicine. 


Butiarp, M. Eart—Appointed ad- 
ministrator of the Wilkes General 
Hospital in North Wilkesboro, North 
Carolina. Formerly he was adminis- 
trator of the Pender Memorial Hos- 
pital in Burgaw, North Carolina. He 
succeeds Georce M. SrTockBRIDGE. 
Mr. STocKBRIDGE resigned to become 
administrator of the Cape Fear Val- 
ley Hospital in Fayetteville, North 
Carolina. 


CiarK Jr., CLaup—Appointed ad- 
ministrator of the Winston County 
Community Hospital in Louisville, 
Mississippi. Formerly he was ad- 
ministrator of the Pearl River 
County Hospital in Poplarville, 
Mississippi. 


Conway, E. CHarLtes—Retained as 
management consultant at the 
Hahnemann Medical College and 
Hospital of Philadelphia in Phila- 
delphia, Pennsylvania. 


Coon, Dr. Harotp M.—See HuGHEs 
notice. 


Cooper, T. F. Papm.—Officially re- 
lieved Captain E. C. KENNEY as 
commanding officer of the National 
Naval Medical Center in Bethesda, 
Maryland. 


Rear Ad. T. F. Cooper 


Corputa, SisteR M., R. N.—See 
PHILABERTA notice. 


CuTLer, Harry C.—See Davis no- 
tice. 
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Davis, Harry—Appointed adminis- 
trator of the Montfort Jones Memo- 
rial Hospital in Kosciusko, Missis- 
sippi, succeeding Harry C. CuTter. 
Formerly he was administrator of 
the Covington County Hospital in 
Collins, Mississippi. 


ErskInE, J. Davipson—See GLOVER 
notice. 


FeELLMAN JR., NELSON M.—Ap- 
pointed to the newly created posi- 
tion of public relations director of 
the Bryn Mawr Hospital in Bryn 
Mawr, Pennsylvania. 





MacLean To Head 
Blue Cross 


B. C. Maclean 


Resignation of Hospitals Com- 
missioner BASIL C. MACLEAN, ef- 
fective February 1, 1957, to head 
the national Blue Cross Associ- 
ation was announced by MAYOR 
ROBERT F. WAGNER. Lauding his 
hospital chief for economy 
measures and for steps taken 
to provide care for the increas- 
ing number of infirm and aged 
persons, the mayor character- 
ized DR. MACLEAN as a “stal- 
wart” of his Administration 
whose resignation he accepted 
“reluctantly”. DR. MACLEAN will 
leave his City post to become 
president of the national Blue 
Cross, of which he was a 
founder. He was chairman of 
the original Blue Cross Com- 
mission of five and has re- 
mained active through the 
years in the organization which 
recently marked its silver anni- 
versary and today has more 
than 50,000,000 subscribers. The 
new job will keep him in New 
York City, where he resides. 











Gertrupis, SisteR M.—Appointed 
administrator of the St. Francis 
Hospital in Evanston, Illinois, after 
serving as director of the school of 
nursing for twenty-nine years. 


Gress, R. C.—Has resigned as ad- 
ministrator of the Provident Hospi- 
tal in Fort Lauderdale, Florida. 


Gites Jr. Witt1am B.—Elected 
director of Allegheny General Hos- 
pital in Pittsburgh, Pennsylvania. 
He is director of the Western Safety 
Council and a member of the 
American Iron & Steel Institute. 


GLover, Wooprow—Appointed ad- 
ministrator of the Ephraim Mc- 
Dowell Memorial Hospital in Dan- 
ville, Kentucky. He has served as. 
acting administrator of that hospi- 
tal since the death of J. Davison 
ERSKINE. 


HERTFELDER JR., Epwarp G.—Ap- 
pointed administrative assistant and 
director of out-patient and emer- 
gency clinics at the University Hos- 
pital and Hillman Clinic, the Uni- 
versity of Alabama Medical Center, 
Birmingham, Alabama. He succeeds 
Henry A. SwICEGoop. 


Hucues, Lioyp L.—Appointed su- 
perintendent of university hospitals 
in Madison, Wisconsin. Formerly 
assistant director of the Rhode Is- 
land Hospital in Providence, Rhode 
Island. He succeeds Dr. Harotp M. 
Coon. 


Hunt, Dr. G. Hatsey—Appointed 
director of the Center for Aging 
Research in the National Institutes 
of Health in Washington, D. C. 


JaAMEs, Epwarp E.—Director of But- 
terworth Hospital since 1954, has 
resigned. Mr. James will, however, 
continue to serve as a member of 
the Hospital’s Board of Trustees. 


JOsEPH, SistER JoHN—Administrator 
of the St. Luke Hospital in Pasa- 
dena, California, is being honored 
by election as a Fellow in the 
American College of Hospital Ad- 
ministrators. 
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In double contrast studies.:. 


for example—have you noticed how consistently 
Kodak Blue Brand X-ray Film provides clarity 

of detail throughout low-density areas? Blue Brand’s 
uniformity of response, its contrast, and inherent 
low fog level make this possible. 


Order from your Kodak x-ray dealer 


Kodak 


EASTMAN KODAK COMPANY, Medical Division, Rochester 4, N. Y. 


JANUARY, 1957 For more information, use postcard on page 107. 





KENNEY, CapTaIn E. C.—See Cooper 
notice. 


Capt. E. C. Kenney 


Martin, Rosert, R.—Appointed as- 
sistant director of the Rex Hospital 
in Raleigh, North Carolina. He has 
been assistant hospital administrator 
with the North Carolina Medical 
Care Commission in Raleigh. 


MayFIELp, Rev. L. H.—Is now serv- 
ing as full-time Chaplain of the 
Christ Hospital in Cincinnati, Ohio. 


Moore, Rosert J.—Appointed busi- 
ness manager of the Long Beach 
Memorial Hospital in Long Beach, 
New York. 


Myers, Roy—See Watson notice. 


Oxey, CHarLEs—Accepted position 
of administrator of the Weirton 
General Hospital in Weirton, West 
Virginia. Formerly he was adminis- 
trator of Lutheran Hospital in 
Omaha, Nebraska. Mr. LESTER 
WEHNER succeeds hini as adminis- 
trator of the Lutheran Hospital. 


PHILABERTA, SISTER M.—Appointed 
administrator of the St. Margaret’s 
Hospital in Kansas City, Kansas. 
She succeeds Sister M. Corputa, R. 
N. 


Putten Jr., Myrick W.—Appointed 
superintendent of the State Hospital 
North in Orofine, Idaho. Formerly 





Fausey Celebrates 40th Anniver- 
sary As Administrator 


Guten W. Fausey, Director of 
Edward W. Sparrow Hospital 
since 1939 and a ‘leader of hos- 
pital service, celebrated his 40th 
anniversary in hospital admin- 
istration. As well as being Past- 
President of the Michigan Hos- 
pital Association and Holder of 
the Tri-State Key Award of 
Merit, Mr. Fausey has been a 
director of Michigan Medical 
Service and is a Fellow of the 
American College of Hospital 
Administrators. 
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he was with the Veterans Adminis- 
tration in Salt Lake City, Idaho. 


Rout, BROTHER BENeEpDICT—Ap- 
pointed rector and administrator of 
the Alexian Brothers Hospital in 
Oshkosh, Wisconsin. Formerly he 
was manager and controller of the 
Alexian Brothers Hospital in Eliza- 
beth, New Jersey. 


Ryan Jr., Wirtt1am P.—See Ter- 
ENZIO notice. 


SALTER, Lamar—Has resigned as 
administrator of the Neshoba Coun- 
ty Hospital in Philadelphia, Missis- 
sippi. 


Smvonps, Warren W.—Appointed 
assistant director of Pontiac Gen- 
eral Hospital in Pontiac, Michigan. 
Formerly he was associate director 
of Barnes Hospital in St. Louis, 
Missouri. 


Sincer, CHarLtes H.—Appointed ad- 
ministrator of the Hospital Division 
of the Brooklyn Hebrew Home and 
Hospital for the Aged, Brooklyn, 
New York. He has been with the 
Institution in the capacity of assist- 
ant administrator for the past four 
years. He was formerly associated 
with the Beth Israel Hospital in 
Manhattan and the Veteran’s Ad- 
ministration. 


Sopt, Paut—Resigned as adminis- 
trator of the Oconomowoc Memorial 
Hospital in Oconomowoc, Wisconsin, 
to accept the post of assistant ad- 
ministrator of the Protestant Dea- 
coness Hospital in Evansville, Indi- 
ana. 


SPRINGER, N. Norton—Chief psy- 
chologist for the Veteran’s Adminis- 
tration, Trenton, New Jersey area, 
has been appointed chief of the 
neuropsychiatric research unit at 
the VA Hospital in Perry Point, 
Maryland. 


Stitzet, Paut J.—Appointed ad- 
ministrator of the Brentwood Hos- 
pital in Warrensville Heights, Ohio. 
Formerly he was business manager 
of St. Thomas Hospital in Akron, 
Ohio. 


Stocksripce, GEorcE M.—See But- 
LARD notice. 


Swicecoop, Henry A.—See HEnrt- 
FELDER notice. 


TERENZIO, JOSEPH, V. Appointed ex- 
ecutive director of the Knicker- 
bocker Hospital in New York. 
Formerly he was assistant adminis- 


strator of the Western Pennsylvania 
Hospital in Pittsburgh, Pennsyl- 
vania. Witt1am P. RyAn, JR. suc- 
ceeds him. 


J.J. Terenzio 


Watson Jr., JoHN C.—Appointed 
administrator of the Bladen County 
Hospital at Elizabethtown, North 
Carolina. Formerly he was adminis- 
trator of the Lenoir County Me- 
morial Hospital in Kinston, North 
Carolina. 


Watson, Daniet—Appointed ad- 
ministrator of the Clarke County 
Hospital in Jackson, Alabama. 
Formerly he was business office 
manager of the General Hospital in 
Greenville, Mississippi. Succeeding 
him is Roy Myers. 


WEHNER, LESTER—See OKEY notice. 
WEINBERG, Howarp—Promoted from 
administrative assistant to assistant 


director of Mount Sinai Hospital in 
New York City. 


H. Weinberg 





Mary C. Schabinger 
Honored by Church 


A high honor was _ bestowed 
upon Mary C. ScuHasBincer by 
The Roman Catholic church in 
St. Patrick’s Cathedral, New 
York. Miss ScHasincer, a for- 
mer trustee of the American 
Hospital Association and ad- 
ministrator of the Detwiler 
Hospital in Wauseon, Ohio, was 
made a Lady of The Equestrian 
Order of the Holy Sepulchre of 
Jerusalem. The Honor is con- 
ferred upon _ distinguished 
members of the Roman Catho- 
lic Laity. 
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a Semi-private room in the Indianapolis C ity Hospital, Indian- 
ters + CS OS ta apolis, Ind., showing ceiling installation of Acousti-Celotex incombus- 
a tible Random Pattern Mineral Fiber Tile.* Architect: Daggett, Nae- 


- Recognized aid to patient recovery and personnel 
morale: Sound-conditioning hospital ceilings with 
Acousti-Celotex Tile! These carefully-engineered ceil- 
ings arrest noise in corridors, lobbies, kitchens, service 
areas, wards, nurseries, operating and delivery rooms. 


Acousn-(evotex 
tia 


Prints Mat Ever Sand Coding Problem... Evry Blin Cade—Mh Celotex arias 


i UI * MONIT @ G 


Oy 


gele & Daggett. Acousti-Celotex Contractor: Hugh J. Baker & Co. 


Quiet comfort results . .. speeding patient convalescence, 
providing pleasant working environment for hospital 
staff. Mail Coupon Today for a free analysis of your 
hospital’s noise problem . . . plus free factual booklet. 


*PAT. NO. D-168,763 


The Celotex Corporation, Dept. N-17 
120 South LaSalle Street, Chicago 3, Illinois 


Without cost or obligation, please send me the Acousti- 
Celotex Sound Conditioning Survey Chart, and your book- 
let, “The Quiet Hospital.” 


Title 




















Wotre, W. S.—Appointed execu- 
tive in the Ohio Department of 
Heailth’s Division of Hospital Facili- 
ties in Columbus, Ohio. Formerly 
he was director of Marietta Memo- 
rial Hospital in Marietta, Ohio. 


DEATHS 
BELLINGER, Dr. Grover C.—Super- 
intendent of the Oregon State 
Tuberculosis Hospital in Salem, 
Oregon, from July, 1913 until his 
retirement in June, 1954. 


KirkxHaMm, Juss H.—Manager of the 
Veterans Administration Hospital 
in Kerrville, Texas. He was in gov- 
ernment service for 28 years. 


Roserts, Mrs. Epmunp H.—Super- 
intendent at the Alexandria Hospi- 
tal in Alexandria, Virginia, during 
World War .I 
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SUPPLIERS NEWS 


Byrne, Paut—Appointed instru- 
ment division representative for 
Tracerlab, Inc. in Boston, Massa- 
chusetts. His headquarters will be 
in Richmond, California. 


CHAFFEE, WILLIAM H.—See SEARLE 
notice. 


Cincis, Enrico C.—Appointed office 
manager of the Shampaine Com- 
pany in St. Louis, Missouri. 


Corwin Jr., H. Benn—Appointed 
assistant to the manager of the 
Warner-Chilcott Laboratory Supply 
Division in New York. Formerly he 
was associated with the Scientific 
Products Division of the American 


specific interests of 


the reader 


ement 


THE JOURNAL OF gen ADMINISTRATION 


Hospital Supply Corporation. 


DEAN JrR., CtypE R.—Appointed 
general sales manager of the Yale 
Materials Handling Division in 
Philadelphia, Pennsylvania. 


Deen, WarreN—Appointed super- 
visor casework quotation depart- 
ment of the Shampaine Company in 
St. Louis, Missouri. 


DuntEavy, Francis J.—Named as- 
sistant general manager of the Yale 
& Towne Manufacturing Co. in 
Philadelphia, Pennsylvania. 


Gueason, F. J.—Appointed presi- 
dent of Copeland Refrigeration Cor- 
poration in Sidney, Ohio. He has 
held the post of executive vice- 
president since April, 1955. He will 
continue as Copeland treasurer, a 
post he has held since 1937. 


Horn, Witt1am J.—Appointed ad- 
vertising manager of Philco’s Ap- 
pliance Division in Philadelphia, 
Pennsylvania. 


Houser, Don W.—Appointed sales 
representative for the Columbus- 
Central Ohio territory for the Mil- 
ler Company in Meridan, Connecti- 
cut. 


InsLEY, Ertc B.—See Skuse notice. 


JANDER, L. W.—Appointed eastern 
regional sales manager of Yale 
Materials Handling Division, The 
Yale & Towne Manufacturing Com- 
pany in Philadelphia, Pennsylvania. 


Kaptan, Aaron—Appointed man- 
ager of industrial sales for the Gas 
Purifying Materials Co. Inc. in 
Long Island City, New York. For- 
merly he was with L. Sonneborn 
Sons, Inc. 


Kemp, Neat J.—Appointed Mid- 
western regional sales manager of 
Yale Materials Handling Division, 
The Yale & Towne Manufacturing 
Co. in Philadelphia, Pennsylvania. 
Formerly he was associated with the 
Northern Engineering Works as 
sales engineer. 


Kunow, Jonn—Appointed chief cost 


HOSPITAL MANAGEMENT 





Santa’s 
Helpers 


...for fifty years! 


Goodness knows, Santa has plenty of helpers . . . mothers and 
fathers, relatives, and good people everywhere. 


And for a very special purpose Santa has millions of little 
helpers—Christmas Seals. They give protection and 
help against tuberculosis. 


Over the last fifty years Christmas Seals have helped to give 
safety and care and hope . . . and even life itself to 
hundreds of thousands of people. 


Make this year, the 50th anniversary, the best and most 
wonderful yet. Buy and use Christmas Seals on every 
package, letter, and Christmas card. 


Because of the 
importance of the above 
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Where Electricity 
Must Not Fail! 


SPECIFY ONAN 


STANDBY 
ELECTRIC PLANTS 


Onan _ engine-driven standby 
electric plants supply emergency 
electricity for lighting corridors, 
wards, operating rooms, delivery 
rooms, receivingerooms and other 
critical areas; provide power for. 
operating heating systems, venti- 
lators, elevators, X-ray machines, 
oxygen tents, aspirators and other 
vital electrical equipment. 

With an Onan Standby Electric 
Plant, your hospital is assured of 
electric power at all times .. . for 
all essential requirements, safe- 
guarding patients and personnel. 
Operation is automatic. When 
highline power is interrupted, au- 
tomatic controls start the plant 
and transfer the load. When power 
is restored, the Onan unit stops 
automatically. 


Model 15HQ 
15,000 watts 


SIZES AND MODELS FOR EVERY NEED 


@ Air-cooled: 1,000 to 10,000 watts 
@ Water-cooled: 10,000 to 75,000 watts 
Available unhoused or with steel housing as shown. 


Write for Standby Folder 


Deseribes scores of standby models with coms 
plete engineering specifications and information 
‘on instaliation. 


D. W. ONAN & SONS INC. 


3176 ‘University Ave. S. E. ¢ Minneapolis 14, Minn. 





accountant for the Shampaine Com- 
pany in St. Louis, Missouri. 


Kurtin, Louis R.—See LEE notice. 


Lee, Raymonp E.—Elected presi- 
dent, chief executive officer and a 
director of TelAutograph Corpora- 
tion, Los Angeles, California. He 
succeeds Louis R. Kurtin. 


R. E. Lee 


LupLtow Jr., ALDEN R.—Named di- 
rector of sales for U. S. Industrial 
Chemicals Co. Division of National 
Distillers Products Corporation in 
New York. He succeeds Lee A. 
KEANE. . 


ManuHEIM, Rosert W.—Appointed 
sales representative in the Los An- 
geles, California area, for the An- 
gelica Uniform Co. in St. Louis, 
Missouri. 


MarsH, Ricuarp H.—Appointed 
southern regional sales manager of 
Yale Materials Handling Division, 
The Yale & Towne Manufacturing 
Company. Previously sales manager 
of Yale Worksaver and Warehouser 
sales. His headquarters will be in 
Atlanta, Georgia. 


McCrakeEN, WILLIAM A.—See SEARLE 
notice. 


McINTEE, JAMES—See REICHENECKER 
notice. 


Mutter, Jonn N.—Appointed mar- 
keting manager for the Fairchild 
Camera and Instrument Corporation 
in Long Island, New York. Former- 
ly he was sales manager for the 
Edin Company in Worcester, Massa- 
chusetts. 


J. N. Miller 
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Mitton, J. M.—Appointed produc- 
tion control manager of the Sham- 
paine Company in St. Louis, Mis- 
souri. 


Murray, JosepH J.—Appointed 
manager of the Division’s New York 
industrial lift truck sales and serv- 
ice branch for the Yale Materials 
Handling Division of the Yale & 
Towne Manufacturing Company, 
Philadelphia, Pennsylvania. 


Nacy, Witu1am J.—Appointed ad- 
vertising and promotion manager 
of the Accessory Division, Philco 
Corporation in Philadelphia, Penn- 
sylvania. He succeeds Witt1am J. 
Horn, recently named advertising 
manager of Philco’s Appliance Di- 
vision. 


O’SuLLIVAN, JonN—Appointed proj- 
ect engineer and coordinator of the 
Bolens Chain Saw division in Port 
Washington, Wisconsin. Formerly 
he was associated with the State 
Power Equipment Corp., Cam- 
bridge, Massachusetts. 


Price, WarrEN—Appointed project 
engineer and coordinator of the 
Bolens Garden Tractor division in 
Port Washington, Wiscon- 
sin. Formerly he was _ associated 
with the Midland Company, South 
Milwaukee, Wisconsin. 


Rasy, Witt1amM—Appointed control- 
ler and treasurer of the Shampaine 
Company in St. Louis, Missouri. 


Reinier, GLENN H.—Appointed 
president of the Chicago Drug and 
Chemical Association in Chicago, 
Illinois. He has served as vice-pres- 
ident of the organization during the 
past year, and has been on the 
Board of Directors since 1950. 


Rour, Dr. Rosert J.—Has joined 
the Magnus Chemical Co., Inc. of 
Garwood, New Jersey as midwest 
regional sales manager. 


SEARLE, LioneL M.—Appointed vice- 
president and general manager of 
the automotive division of the Phil- 
co Corporation in Philadelphia, 
Pennsylvania. Succeeding him as 
manager of operations at the plant 
in Sandusky, Ohio is Wit1am A. 
McCrackENn. 


SLATER, RicHarp C.—Named man- 
ager of Worksaver and Warehouser 
sales for Yale Materials Handling 
Division, The Yale & Towne Manu- 
facturing in Philadelphia, Pennsyl- 
vania. 
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faster 
safer 


instrument 
processing 





Castle “200” automatic 


Instrument Washer-Sterilizer 


T xtiees hand scrubbing, prolonged germicide 
soakings, are replaced by a new automatic pre- 
operative and post-operative instrument technique. 


In one automatic operation soiled instruments 
direct from surgery are jet rinsed, scoured, steri- 
lized and flash-dried for immediate re-use or storage. 


You save time. A few seconds to load and press 


the button and you're free for other routine. It’s 
that simple. Complete cycle takes only 15 minutes! 

Features include Castle’s new all-pressure pro- 
tecting Dual-Lock Safety Door, all-welded monel 
construction, and emergency manual control in 
case of house power failure. 

For full details ask us to send you Catalog Section 
35 (T). You'll be glad you did. 





witMortT Castle COMPANY _ 


1701 E. Henrietta Rd., * Rochester, N. Y. 
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LETOURNEAU 

Continued from page 41 

This attitude is incorrect and any 
specialty board would deny that it 
had ever given instructions to its 
members to refrain from attending 
patients in an emergency. 

Another argument often heard 
from the specialists is that they are 
incapable of handling anything ex- 
cept what falls within the general 
area of their specialty. This also in- 
dicates a lack of comprehension of 
the nature of an emergency. Some 
advocate that their services are not 
required except in very rare cases 
and so, why should they disturb 





themselves when they deliberately 
selected their own specialty to avoid 
such things as emergency calls. 
Others feel that they should be 
called only when the case involves 
their own specialty. This is a nar- 
row, selfish attitude that is un- 
worthy of any physician. Some spe- 
cialists say that even if they were 
confronted with an emergency they 
would not know what to do for their 
patient. If this is true, this is a sad 
reflection upon the basic training 
of our physicians. 

No emergency patient should ever 
be left unattended in a hospital nor 
should any patient ever be per- 





PLAIN and NAME WOVEN 
TURKISH TOWELS 


NO LONGER ANY NEED FOR HEMMING OR TURNING SELVAGES TO GET ADDED STRENGTH! 
HERE ARE SELVAGES WITH A TENSILE STRENGTH EXCEEDING THAT OF OTHER HEMMED OR TURNED SELVAGES. 


IN ADDITION TO PROVIDING ADDED STRENGTH, THESE SUPER SELVAGES ELIMINATE 
THE OBJECTIONABLE FEATURES OF HEMMED OR TURNED SELVAGES SUCH AS: 


© Possible retention of 





hing chemicals in the fold of the hemmed 


or turned selvage thereby causing weakening of the selvage. 
@ Unevenness of shrinkage which causes puckering of the selvage, 


resulting in added strain. 


PRACTICALLY THE ENTIRE DUNDEE LINE OF PLAIN WHITE AND NAME WOVEN 
TURKISH TOWELS IS NOW AVAILABLE WITH THIS NEW SELVAGE. 


your 
nearest 


linen source 


HUCK AND TURKISH TOWELS; BATH MATS (both plain 
and name woven) e CABINET TOWELING ¢ FLANNELETTES 
DIAPERS e DAMASK TABLE TOPS AND NAPKINS 


can CORDED NAPKINS e DUNFAST ALL-PURPOSE FABRICS 


supply 


you 


DUNDEE MILLS, INC., GRIFFIN, GA. 
Showrooms: 40 Worth Street, New York, N. Y. 


Drunde THE NAME TO REMEMBER WHEN BUYING TOWELS 
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mitted to leave the hospital premises 
until he has been thoroughly exam- 
ined and diagnosed by a licensed 
diagnosis re- 


physician and the 
corded. 


Nurse May Not Diagnose 


The nurse in charge of the emer- 
gency department should never be 
placed in the position of having to 
make a diagnosis in an emergency. 
But this is what she does when she 
has to make the decision on which 
specialist is to be called. After all 
that organized medicine has at- 
tempted to do to prevent unqualified 
persons from practicing medicine, 
this attempted delegation of medical 
judgment to a nurse is incompre- 
hensible. 

Because only a licensed physician 
can make a diagnosis and can pass 
judgment as to what disease the pa- 
tient may or may not have, it is in- 
cumbent upon all licensed practi- 
tioners of medicine to attend to 
emergency cases, Even granting 
that some nurses are smarter diag- 
nosticians than some physicians, the 
fact still remains that neither a 
nurse or anyone else besides doctors 
has any authority or permission 
from the state to make a diagnosis. 

Therefore, why not face up to the 
situation? Probably the worst of- 
fenders are the so-called hospital 
specialists, the pathologists, and ra- 
diologists. Although they may spend 
a fortune attempting to prove to 
everyone that they actually do 
practice medicine, when an emer- 
gency arises, some of them immedi- 
ately reverse their positions as a 
matter of convenience and take the 
attitude that they cannot handle an 
emergency because they are not 
practitioners of medicine in the 
strict sense of the word. This makes 
no sense whatsoever to the genera! 
public. If a man is licensed to prac- 
tice medicine and has passed the 
rigid examinations leading to a de- 
gree of doctor of medicine, he must 
be assumed to be able to take such 
actions as may be necessary to save 
a life. 

Response to an emergency call is 
a duty of the medical profession 
and can be discharged only by phy- 
sicians. The administration of the 
hospital has a right to insist upon a 
proper system of handling emer- 
gencies. A grant of privileges to 
practice in a hospital also carries 
with it obligations to perform cer- 
tain duties. in the hospital and one 
of these duties is to attend to emer- 
gency patients who come to the 
hospital for service. es 


HOSPITAL MANAGEMENT 





wu l ws | 























Most versatile bed you've ever seen 
- SIMMONS Recovery-Eye-Labor Bed 


CONTRACT DIVISION 


SIMMONS COMPANY 


JANUARY, 1957 


Is your hospital short of nurses? Then 
you’ll find a recovery room for 
postoperative care is a sound safety 
measure. And the ideal bed for such 
use—and many others—is the 
Simmons Recovery-Eye-Labor Bed. 


It’s the most versatile hospital bed 
you’ve ever seen! Narrow in width for 
maximum accessibility to the patient. 
Easily moved on its oversized casters. 
Quickly raised or lowered —in seconds 
—from bed heights of 46” down to 27’, 
thanks to Simmons Vari-Hite ends. 
Equipped with the famous Deckert 
Three-Crank Spring ...safety sides and 
guard rails...and, of course, with the 
comfortable Beautyrest* hospital 
mattress. 


As a recovery bed, it permits patients 
in special operating room positions to 
be moved—and cared for—in those 
same positions. You can adjust this 
bed to any shock position, even the 
most extreme. 


As an eye bed, with end guard rails 
removed and safety sides lowered, this 
bed provides easy access to the 
patient’s head. Useful, too, for change 
of head dressings and other care after 
neurological surgery. 


As a labor bed, the safety sides and 
end guard rails afford sure protection 
for the patient. Bierhoff knee brackets 
may be attached for emergency 
delivery. *Reg. U. S. Pat. Off. 


Get all the helpful facts about the Simmons Recovery-Eye-Labor Bed! 
See your Simmons Representative, or write us. 





DISPLAY ROOMS: 
Chicago, New York, 
San Franci Atlant 
Columbus, Les Angeles 





For more information, use postcard on page 107, 











PERRY 
Continued from page 43 


safety and health of all hospital 
workers. 

In addition, careful supervision of 
the worker to see that things are 
properly done; maintaining ade- 
quate equipment for the worker, 
and training him to be courteous 
and quiet in the hospital is more 
than a full time job. Nothing is 
quite as important as courtesy and 
good manners in a hospital. Patients 
are also sensitive to noise and the 
lessening of noise through careful 
handling of equipment, and through 
unnecessary talking by personnel, 
can add a great deal to the comfort 
of the patient. 

These are only a few of the 
housekeeper’s responsibilities. There 
are many other numerous details of 
operation which add to the com- 
plexity of her job. She is often 
quoted as “the keeper of the house”. 
She is an important member of the 
administrative team. Management is 
the sales force of an_ institution. 
How well the housekeeper manages 
her department, and how well nurs- 
ing and housekeeping work togeth- 
er, will help or mar the care of the 
patient and the hospital’s — 
relations program. 


MORGAN 
Continued from page 47 


be asked to write down his first and 
second choice of dates to take his 
vacation. After a housekeeper has 
this information she can start mak- 
ing her vacation schedule. Foremost 
in her mind should be a plan to 
give every one his first choice of 
the dates he wishes for his vaca- 
tion. If she discovers too many 
workers want the same dates, she 
should get these people together and 
talk to them because some of them 
will have to be assigned their sec- 
ond choice for their vacations. It 
has never failed in my experience, 
that if there are several people who 
have chosen the same dates for their 
first choice, that there cannot be a 
most satisfactory arrangement made 
for all concerned. 

It often happens that one person 
may have to go on that particular 
date because he has a wedding to 
attend or some such reason. There 
will be some who will be very will- 
ing to take their second choice as 
the time for their vacation. Most 
often some of the workers will offer 
to take a different time for their 
vacation when they learn that sev- 
eral want the same dates. Once in 
a great while it becomes mpeleniy 





for a housekeeper to decide be- 
tween two people which one is en- 
titled to the dates he has asked 
for. In such cases the housekeeper 
should get all the facts about both 
cases and when she does, she will 
be able to know which person is 
entitled to take the vacation at that 
time. z 





IOWA AGREEMENT 
Continued from page 54 
lationship of employer and em- 
ployee does not exist between 
such members and the hospital. 
13. This Joint Declaration shall 
be submitted to the Iowa State 
Medical Society and to the Iowa 
Hospital Association for approval on 
November 15, 1956, and it is recom- 
mended that this Joint Declaration 
be implemented by both organiza- 
tions in a spirit of cooperation as to 
the pending Supreme Court appeal 
and in all other respects and that 
joint action by legislation be under- 
taken to legalize the principles 
herein stated wherever necessary. 
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Medical Records 





by Edna K. Huffman, C.R.L. 


Autopsy on Death After Discharge 


QUESTION: If the hospital patholo- 
gist does an autopsy outside the hospi- 
tal, on a patient who was discharged 
from the hospital some time before 
his death, can this be counted as a 
hospital autopsy, if the report is filed 
with the record of the patient? S.M.P. 


ANSWER: An autopsy can be 
credited to the hospital only if done 
on a patient who died in the hos- 
pital. As many hospitals do not have 
autopsy rooms, the. fact that the 
autopsy was done outside the hos- 
pital, has no bearing on the case, 
if done where the doctors may 
benefit from it. 

In this case even though the hos- 
pital cannot count the autopsy for 
credit, it would benefit doctors do- 
ing research to have a copy of the 
autopsy report in the medical rec- 
ord. 


Frozen Section a Consultation? 


QUESTION: If the pathologist does 
a frozen section and writes a consul- 
tation in surgery before examining 
the specimen, may this be counted as 
a consultation? S.M.P. 


ANSWER: The fact that a frozen 
section has been done does not 
mean that a consultation has been 
held. A frozen section is usually 
done in order to determine whether 
a malignancy is present so that 
more extensive surgery may be 
done immediately, rather than hav- 
ing to wait several days for a micro- 
scopic report as the patient must 
then be resubmitted to surgery 
causing unnecessary additional ap- 
prehension on the part of the pa- 
tient. Generally, a frozen section is 
no more a consultation than is a 
microscopical tissue examination. 

If the pathologist met formally 
with the attending physician, before 
surgery, examined the patient fully, 
or at least made a careful analysis 
of the history and physical exami- 
nation report made by the attending 
physician, and then submitted and 
signed, a written opinion as to his 
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findings, together with his prognosis 
and therapeutic measures to adopt, 
this may be counted as a consulta- 
tion. However, the pathologist rare- 
ly acts as a consultant in the true 
sense of the word. 


Medical Records on Readmission 


QUESTION: Must a complete medical 
record be written on patients who are 
readmitted within a three month 
period with the same attending physi- 
cian? jJ.A.B. 


ANSWER: The fact that a patient 
is being readmitted under the care 
of the same physician is not a factor, 
as an adequate medical record is 
necessary in either case. However, 
if a patient is readmitted within a 
period of four weeks or less, with 
the same diagnosis, even though 
there may be another attending 
physician, an interval history will 
suffice if it provides for a record 
of the present complaint (with date 
of onset and duration), any perti- 
nent changes in general condition or 
family history since discharge, and 
pertinent findings since the last hos- 
pitalization. 


Microfilming 


QUESTION: (a) Is there a definite 
length of time that medical records 
must be kept in their original form, 
even though microfilmed? (b) In the 
case of minors (including newborn) 
should the original record be kept, 
in addition to the microfilm, until 
the child is 21 years of age? (c) Who 
should make the final decision regard- 
ing the destruction of the records, and 
the method to be used, the medical 
record committee or the governing 
board? (d) What procedure should 
be used in the actual destruction of 
the original records? (e) How long 
should the microfilm itself be kept? 

D.M.A. 


ANSWER: (a) As the primary pur- 
pose of microfilming is to save space 
the medical records are usually de- 


stroyed as soon as they have been 
filmed and the film edited. (b) In 


1951, the 82nd Congress passed an 
amendment to Public Law 129, pro- 
viding for the admission and accep- 
tance of microfilmed records as 
primary evidence. Therefore, the 
original medical records need not be 
preserved in minors any more than 
on any other type of patient. How- 
ever, in the case of minors the en- 
tire medical record, including 
nurses’ notes, should be microfilmed 
as the statute of limitations does not 
begin to run until the child is 21 
years of age. (c) The decision re- 
garding the method to be used in 
destroying the medical records 
which have been filmed, should be 
made by the governing board when 
they approve the microfilming proj- 
ect. (d) The two methods generally 
used are: destruction by acid, or 
burning. (e) As microfilm takes 
such little space I would never con- 
sider destroying it during the life- 
time of the film which is about 100 
years according to the U. S. Bureau 
of Standards. 


Follow-up on Foreign Training 


Since publication of information 
on job opportunities and training in 
other countries, in the August, 1956 
issue of HOSPITAL MANAGEMENT, a 
letter has been received from the 
Director, Hospital Universitario de 
Caracas, Republica de Venezuela to 
the effect that the young Venezue- 
lan woman, who graduated from a 
U.S. school, and wrote our registra- 
tion examination, had started a 
school under the auspices of the 
Public Health Department, on her 
return home. To date 83 young 
women have graduated and are 
working in the national hospitals of 
Caracas and other Venezuelan 
provinces. 

Such information proves that in- 
terest in the improvement of medi- 
cal records is rapidly spreading 
throughout the world. We hope an 
Association of Medical Record Li- 
brarians of Venezuela will be repre- 
sented at the third International 
Congress to be held, at a yet to be 
selected place in Europe, in 1960. & 
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The precious balance of human life during sur- 
gery is in the hands of the skilled members of the 
surgical team—many of whom depend upon Ohio 
Chemical high purity medical gases. As an ac- 
cepted member of the hospital team, inhalation 
anesthetic agents play an increasingly important 
part in the effort to “close the eyes of pain.” 
































HOSPITAL MANAGEMENT 











STER 





of the hospital team! 


The history of anesthesia began, as implied in 
Genesis, with the first man. Human efforts moved 
slowly from herbs and juices, through alcohol and 
mesmerism, to the safe and efficient anesthetic 
agents of today. Ohio Chemical, largest producer 
of medical gases, is proud to be playing a pioneer- 
ing part in this never-ending story. 


During the last half century, Ohio Chemical 
was privileged to first make available commer- 
cially such inhalation anesthetic agents as ethy- 
lene, cyclopropane and its latest contribution — 
Vinamar®. Ohio Chemical’s specifications for pur- 
ity and uniformity set standards that not only 
meet, but exceed USP requirements. 


Prompt, dependable delivery is assured by a 
nationwide network of Ohio Chemical Branch 
Offices and Authorized Dealers. The “Ohio” sta- 
tion wagon brings the personal service of a repre- 
sentative within easy reach of your hospital. 


<i> PRODUCTS 


MEDICAL GASES © THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 
OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
STERIL-BRITE FURNITURE © SURGICAL SUTURES AND NEEDLES 
STILLE SURGICAL INSTRUMENTS 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 
MADISON 10, WISCONSIN 


At the frontiers of progress you'll find Am Air Reduction Product . Ohie: Medical Gases and hospital 


chemicals « Purece: Carbon.dioxide. tiquid solid (‘Dry ice’’) « National Carbide: Pipeline acetylene and cali um 
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THE OHIO CHEMICAL 
LABEL on the cylinder of cyclo- 


propane is your assurance of 
purity and uniformity beyond 
the usual standards. Rigid spec- 
ifications for raw materials, indi- 
vidual tests for purity during all 
stages of production and final 
analytical tests on the contents 
of each cylinder insure cyclopro- 
pane at least 99.5% pure — 
greatly exceeding USP require- 
ments. 


VINAMAR, « recently intro- 
duced inhalation anesthetic agent, 
is recommended for rapid, smooth 
induction; prolonged, even main- 
tehance of light planes of anes- 
thesia, and supplementation of 
other anesthetic agents. It is 
adaptable to all techniques and 
equipment, and allows unevent- 
ful change-over to other anes- 
thetics. It is well tolerated, espe- 
cially by infants, ond allows 
quick emergence. 


A NEW COMPREHENSIVE MEDICAL GAS 
CATALOG, especially designed as a valuable refer- 
ence source on inhalation anesthetic agents is now 
available, Text, charts, and illustrations cover historical, 
manufacturing, purity, physical 

and clinical data on all medical 

gases—plus safety color coding, 


Ohio Chemical Pacific Company, Berkeley 10, Calif 


Ohio Chemical Canada Lid., Toronto 2 ne 
tick conan. Hatin, New York 17 2 
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Hospitals and the Law 





by Emanuel Hayt, LL.B. 


Negligence In Failure To Remove 
Foreign Object From Body Requires 
Expert Proof 


® WHILE PLAINTIFF was working on 
an automobile, a small piece of metal 
broke from an axle under a sledge 
hammer blow and entered the left 
side of plaintiff's neck slightly above 
the collar bone. The wound healed 
and plaintiff suffered no ill effects, 
but he was advised by his physician 
to consult defendant and follow his 
advice as to an operation for the re- 
moval of the metal. Following an 
operation by defendant in which the 
foreign object was not located, 
plaintiff suffered a paralysis of his 
left arm probably due to an inter- 
ruption of the blood supply to a part 
of the brachial plexus. In an action 
for damages alleging that defendant 
negligently advised and performed 
the operation plaintiff was nonsuited. 

The plaintiff does not contend Dr. 
Bradshaw was deficient, either in 
learning or skill, or ability as a 
surgeon. He does contend, however, 
the defendant was not reasonably 
careful and diligent in making use 
of his knowledge, skill and ability, 
in advising the operation, and in 
performing it. 

Proof of what is in accord with 
approved surgical procedure and 
what constitutes the standard of 
care required of the surgeon in per- 
forming an operation, like the ad- 
visability of the operation itself, are 
matters not within the knowledge of 
lay witnesses but must be estab- 
lished by the testimony of qualified 
experts. When the standards have 
been thus established, lay testimony 
may be sufficient to enable the jury 
to determine whether these stand- 
ards were followed with ordinary 
care and diligence. 

Plaintiff's expert testimony was 
sufficient to justify the finding the 
injury and damage to plaintiff's 
hand and arm resulted from the 
operation. But, as in cases of ordi- 
nary negligence, the fact that injury 
results is not proof the act which 
caused it was a negligent act. 

“Of course, it seems hard to the 
patient in apparent good health that 
he should be advised to undergo an 
operation, and upon regaining con- 
sciousness finds that he has lost the 
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use of an arm for the remainder of 
his life. Infallibility in human beings 
is not attainable. The law recog- 
nizes, and we think properly so, that 
the surgeon’s hand, with its skill and 
training, is, after all, a human hand, 
guided by a human brain in a pro- 
cedure in which the margin between 
safety and danger sometimes meas- 
ures little more than the thickness 
of a sheet of paper. 

“The plaintiff's case fails because 
of lack of expert testimony that the 
defendant failed, either to exercise 
due care in the operation, or to use 
his best judgment in advising it.” 

Judgment of nonsuit was properly 
granted. 

(Hunt v. Bradshaw, 88 S.E. 2d 762 
— N.C.) 


Failure To Explain Operative Consent 
and Make Biopsy Held Malpractice 


® PLAINTIFF SUED DEFENDANT for the 
unauthorized and unnecessary am- 
putation of her right breast, alleging 
that the operation was contrary to 
her desire and consent and without 
making an appropriate diagnosis to 
ascertain presence of malignancy 
therein, it appearing from a post- 
operation pathological analysis that 
there was no malignancy. After the 
plaintiff had completed the presen- 
tation of her evidence, the court 
granted a motion for involuntary 
dismissal on the ground that upon 
the facts and the law the plaintiff 
had failed to prove a sufficient case 
for the jury. 

The issue was narrowed to the 
question whether the jury could 
have found from the evidence pre- 
sented by the plaintiff and the in- 
ferences reasonably to be drawn 
therefrom (1) that defendant had 
performed the operation without 
her consent and contrary to her 
instructions, and (2) that the de- 
fendant had been negligent in failing 
to make a biopsy or obtain a patho- 
logical examination of the tissue 
from plaintiff's breast before pro- 
ceeding with a radical operation. 

It appears that the patient had 
signed a document which reads as 
follows: “I hereby give my consent 
to James B. French, M. D., to per- 


form an operation for mastectomy 
and hemorrhoidectomy upon myself, 
and to do whatever may be deemed 
necessary in his judgment.” It was 
witnessed by her husband and a 
hospital nurse. 

Plaintiff's theory of this issue is, 
first, that when she signed the writ- 
ten consent to the operation she 
had never heard and did not know 
the meaning of the word mastecto- 
my, and, secondly, that in any event 
she clearly and unmistakably made 
known to the defendant that he was 
just to make a test of the breast and 
that his answers showed that he 
completely understood such instruc- 
tions. 

The record does not indicate that 
plaintiff was advised at any time by 
defendant that what he said was the 
“standard procedure” in the area, 
was to perform a radical mastec- 
tomy without a determination of 
malignancy through a biopsy, or that 
there was no pathologist in the area 
by whom a pathological analysis of 
the tissue might be made. 

Commenting on the evidence, the 
court said: “For over two genera- 
tions pathologists and other medical 
men have been writing treatises on 
the pathological analysis of tissues 
for the diagnosis of cancer, and gen- 
eral practitioners have been send- 
ing their patients with symptoms of 
the disease to specialists. ‘What 
everybody knows the court must 
know.’ And this knowledge might 
well permit a jury to peer beneath 
the cloak of protection thrown about 
the defendant by the testimony that 
his diagnosis and treatment were in 
accordance with the standards of 
the profession in his community. 

“We are convinced, first, that the 
jury’s consideration of the use of (or 
the failure to make use of) the 
pathological analysis of the tissue, 
in a proper case, for the purpose 
of diagnosis, must take its place be- 
side the jury’s consideration of the 
use of (or the failure to make use 
of) the X-ray in a proper case, and, 
secondly, that a jury has a right to 
take this into consideration in its 
own common knowledge and ex- 
perience and without the assistance 
of expert testimony—the knowledge 
concisely expressed, that ‘[mlJicro- 
Please turn to page 93 
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@ What Associations Are Doing 


Society for the Advancement 
of Management 


™ THE RARITAN VALLEY Chapter of 
the Society for the Advancement of 
Management has received the na- 
tional association’s Civic Service 
Award for the second straight year. 

At the same time, George M. 
Goettelman, national vice-president 
for civic affairs of the SAM and 
executive director of the Raritan 
Valley Chapter’s Advisory Board 
for Hospitals, received the society’s 


Publication Award Scroll for his. 


paper, “Scientific Management En- 
ters Civic Affairs.” 

The award to the Raritan Valley 
chapter was in recognition of its 
activity in civic affairs, particularly 
its help to hospitals through In- 
dustry’s Advisory Board for Hospi- 
tals. Through the advisory board, 
the chapter makes available techni- 
cal assistance to hospitals in its area 
to enable them to solve pressing 
administrative, operating and finan- 
cial problems. 

A total of seven hospitals in the 
Raritan Valley have been aided by 
the advisory board. They are Mid- 
dlesex General and St. Peter’s in 
New Brunswick; Somerset General 
in Somerville; Bound Brook Hospi- 
tal in Bound Brook; Elizabeth Gen- 
eral and St. Elizabeth’s in Elizabeth; 
Muhlenberg in Plainfield; and the 
Hunterdon Medical Center in Flem- 
ington. 

Mr. Goettelman is an industrial 
engineer for Johnson & Johnson in 


Richard M. Howe, awards chairman 
for the Raritan Valley Chapter of 
the Society for the Advancement 
of Management, accepts the SAM’s 
annual Civic Service Award from 
James Van Hook, awards committee 
chairman for the SAM. 
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New Brunswick. His talents have 
been made available full-time to the 
SAM’s advisory board work by 
Johnson & Johnson as a public serv- 
ice. 


Presentation of the awards to 
both the chapter and Mr. Goettel- 
man was made at the 1956 annual 
fall conference of the Society for 
the Advancement of Management 
at the Hotel Statler in New York 
City. The awards were made by 
James Van Hook, awards com- 
mittee chairman of the SAM and 
supervisor of general personnel ac- 
tivities for the Michigan Bell Tele- 
phone Co. in Detroit. The chapter’s 
award was accepted by Richard M. 
Howe, chapter awards chairman, 
and an industrial engineer for the 
American Cyanamid Corporation. 


National Hotel Exposition 


™ THE NATIONAL HOTEL EXPOSITION, 
held in the New York City Colise- 
um, formulated attendance promo- 
tion plans that resulted in the mail- 
ing of more than 600,000 invitations 
to owners, operators and key pur- 
chasing personnel in the mass hous- 
ing and feeding industry throughout 
the world. 


Dr. John V. Connorton, Execu- 
tive Director, Greater N.Y. Hos- 
pital Association, has been ap- 
pointed Chairman, Attendance Pro- 
motion Committee for Hospitals, 
and sponsored a special invitation 
mailing to this group. 


SAM’s 


Mr. Van Hook presents 
Publication Award Scroll for 1955- 
1956 to George M. Goettelman, 
executive director of the Advisory 
Board for Hospitals of the Raritan 
Valley Chapter of the Society for 
the Advancement of Management. 


N. J. Blue Cross 


Carl K. Withers is. welcomed into 

his new position as full-time presi- 

dent of the New Jersey Blue Cross 

Plan by John S. Thompson, interim 
president. 


® RECENTLY, at the regular monthly 
meeting of the Board of Trustees 
of the Hospital Service Plan of New 
Jersey (New Jersey Blue Cross 
Plan), Carl K. Withers was elected 
president. 

The action was taken as a result of 
the report of a special committee, 
appointed by the board at the July 
26th meeting. The committee con- 
sisted of I. Ellis Behrman, F. Milton 
Ludlow and Harold L. Ryan, along 
with the board vice-president, Mon- 
signor Ralph J, Glover, board chair- 
man Charles J. Roh and Interim 
President John S. Thompson, with 
Arthur W. Lunn as_ committee 
chairman. 

Mr. Withers succeeds John S. 
Thompson, who was elected In- 
terim President at a special meeting 
of the board on December 16, 1955, 
following the sudden death of 
H. Theodore Sorg on December 10, 
1955. Mr. Sorg was president of the 
Plan for 23 years. 

The special committee’s report 
recommended that Mr. Thompson 
continue with the Plan in an ad- 
visory capacity until December 31, 
1956, and the board approved this 
proposal. 


South Dakota 


@ THE ANNUAL CONFERENCE of the 
South Dakota Hospital Association 
and the South Dakota Association 
of Hospital Auxiliaries was held at 
the Sheraton-Johnson Hotel in 
Rapid City. 

“Planning Ahead for the Future” 
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was the theme of the Conference. 

Guest speakers included Ruth 
Barnhart, Patricia Sussman and 
Carl Tiffany of Chicago, and Rev. 
Rex Knowles, Lincoln, Nebraska. 
Art Sherwood, deputy director of 
Civil Disaster in South Dakota, 
spoke on Civil Disaster and the 
Hospitals. 

Program sessions included 
“What’s Your Question?” and “Un- 
married Mothers—Adoption”. 

Dina Bremness, administrator 
from Glenwood Hospital, Glenwood, 
Minnesota, spoke on Administrator- 
Auxiliary Relationships. 


American Pharmaceutical Association 


= DR. JOSEPH B. BURT, Dean of the 


Nebraska College of Pharmacy, 
Lincoln, has been elected president 
of the American Pharmaceutical 
Association. Other officers include 
Leroy A. Weidle, Sr., of St. Louis, 
Missouri, first vice-president. 

Grover C. Bowles, a past presi- 
dent of the American Society of 
Hospital Pharmacists, has been 
elected to the Council of the Amer- 
ican Pharmaceutical Association for 
a three year term. Mr. Bowles, a 
practicing hospital pharmacist, is 
chief pharmacist at Baptist Me- 
morial Hospital in Memphis, Ten- 
nessee. Others elected to serve a 
three year term on the Council are 
Dr. Roy A. Bowers, Dean of Rut- 
gers College of Pharmacy, Newark, 
N.J., and Dr. John B. Heinz, prac- 
ticing pharmacist, Salt Lake City, 
Utah. 

The new officers and council 
members were elected by a mail 
ballot to members of the Associa- 
tion. They will be installed at the 
A.Ph.A. Convention scheduled for 
April 28-May 3, 1957, in New York 
City. 


Md.-D.C. — Del. 


® VICTOR LUDEWIG, administrator of 
the George Washington University 
Hospital, Washington, D.C. was 
chosen president-elect of the Mary- 
land-District of Columbia-Delaware 
Hospital Association. 

Mr. Ludewig will take office at 
this time next year succeeding Dr. 
Russell Nelson, director of Johns 
Hopkins Hospital in Baltimore, who 
took office as president. 

Other officers elected at the 16th 
annual conference include: 

Dr. Warwick T. Brown, adminis- 
trator of Emergency Hospital, and 
W. C. Anderson, administrator at 
Bissel Sanitarium, Wilmington, Del., 
vice presidents; John A. Schaffer, 
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administrator of the Washington 
County Hospital in Hagerstown, 
Md., secretary; Sanford Kotzen, ad- 
ministrator at the Franklin Square 
Hospital in Baltimore, treasurer, 
and Richard M. Loughery, admin- 
istrator of the Garfield Memorial 
Hospital in Washington and Glenn 
A. Fisher, administrator of the 
Nanticoke Memorial Hospital, Sea- 
ford, Del., new members of the 
board of trustees. . 


Illinois Congress on 
Maternal Care 


™ THE FIRST ILLINOIS Congress on 
Maternal Care, sponsored by the 
newly formed Illinois Committee on 
Maternal Welfare, will be held at 
the Hotel St. Nicholas, Springfield, 
February 13-14, 1957. 

The Illinois Committee on Mater- 
nal Welfare is a pilot program of 
the American Commitee on Mater- 
nal Welfare designed to invite the 
most active participation of pro- 
fessions concerned with achieving 
optimum maternal and newborn 
care in Illinois. “Illinois Reviews 
Its Maternity Care” has been chosen 
as the theme of this unique day- 
and-a-half meeting. The program 
has been planned to bring together 
members of the various professions 
for discussion and ultimate solution 
of mutual problems. These profes- 
sions include general practitioners, 
obstetricians, pediatricians and an- 
esthesiologists, nurse anesthetists, 
obstetric, pediatric and public health 
nurses, hospital administrators, 
medical social work personnel, of- 
ficers of accredited public health 
agencies, nutritionists and others. 

The first state Congress will offer 
a comprehensive program of panel 


discussions, breakfast conferences 
and round tables to enable the 
maximum number of persons to 
participate in small group discus- 
sions. A highlight of the Congress 
will be the banquet February 13, 
featuring a speaker of national re- 
nown. 

The over-all program is being de- 
veloped by a Planning Committee, 
under the chairmanship of Dr, Mar- 
tin W. Green of River Forest, com- 
posed of key representatives from 
the fields mentioned above, each of 
whom will head a program subcom- 
mittee in his particular field. 


Washington 


= morE THAN 400 administrators, 
trustees, auxiliary delegates, nurse 
anesthetists and medical record li- 
brarians attended the 24th annual 
meeting of the Washington State 
Hospital Association. 

Sister Agnes of the Sacred Heart, 
administrator, Providence Hospital, 
Seattle, was installed as president, 
the first nun to hold the office in the 
association’s history. 

Mrs. Charlotte C. Dowler, admin- 
istrator, Shelton General Hospital, 
Shelton, was chosen president-elect. 

Both Sister Agnes and Mrs. 
Dowler are registered nurses with 
Bachelor of Science degrees and 
they are fellows in the American 
College of Hospital Administrators. 

Washington’s hospital licensing 
law, passed by the 1955 Legislature, 


will reach the inspection stage early J 


in 1957, Philip Austin, head of the 


hospital and nursing home section, | 


State Health Department, predicted. 
Up to now an advisory council has 
been working with the department 
on rules and regulations. a 











Newly elected officers of the Maryland-District of Columbia-Delaware 

Hospital Association: Dr. Warwick T. Brown, third vice-president; Wilbur 

C. Anderson, first vice-president; Victor F. Ludewig, president-elect; Glenn 

A. Fisher, retiring president, who automatically goes onto the Board of 

Trustees; Sister Mary Thomas, second vice-president; Dr. Russell A. Nelson, 

president; John A. Schaffer, secretary; Richard M. Loughrey, new mem- 
ber of the Board; and Sanford Kotzen, treasurer. 
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hats Your Oxygen 




















evs AND THINK a moment about the cost differential 
between the amount you pay for oxygen per cubic foot 
and what it actually costs you to render an effective 
treatment. You'll find that the additional expenses of 
nurses, orderlies, records clerk, and maintenance and 
storage facilities radically increase the ultimate cost of 
oxygen to the hospital. 

LINDE can help you to reduce the over-all cost of oxy- 
gen per patient. We can furnish ideas and visual aids 


CPP’? 


* Cost Per Patient—the ulti- 
mate cost to the hospital per 
hour of effective treatment. 























that will help you to cut costs of oxygen installations, 
operations, and treatments. We can even assist you in 
setting up an efficient bookkeeping system. We can show 
you how to avoid accidents. We offer advice in planning 
and installing an efficient storage and distributionsystem. 

Oxygen information and practical aid for hospitals 
has always been a LINDE service. To find out how you 
can get the most from your oxygen dollar, just call or 
write the LINDE office nearest you. 


LINDE AIR PRODUCTS COMPANY 





A Division of Union Carbide and Carbon Corporation 
30 East 42nd Street uCC) New York 17, New York 


In Canada: Linde Air Products Company, Division of Union Carbide Canada Limited, Toronto 





The term ‘‘Linde” is a registered trade-mark of Union Carbide and Carbon Corporation, 
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Daw YearsResolutions|, 


by Mary Helen Anderson 
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FOR 1957, be it RESOLVED: 





1. That the word “SERVICE” be kept in mind, no matter what—when im- 
properly cleaned equipment is returned to the department, when suture scissors 
evaporate, when research engineers in the intern department make outlandish de- 
mands, when the administrator pulls the drawstrings on the budget, or when people 
just seem generally unreasonable; 








2. That every avenue of investigation and study be explored that may result 
in more efficient, economical, and safe procedures; 


3. That no member of the central service team will be expected to carry oul 
procedures without adequate, planned training; 


+. That a sense of humor be given its rightful place—and then KEPT there; 


5. That no change in procedure will be effected without complete information 
being communicated to everyone concerned; 


6. That insofar as is technically, economically and humanly possible, the cen- 
tral service clientele will get what they want—that ALWAYS they will get what 
they need, and that good common sense be employed to tell the diffirence! 


7. That everyone in central service knows the purpose for each task to which 
he is assigned; 


8. That the department procedure manual be reviewed in entirety this year, 
with revisions made as necessary; 


Miss Anderson is director of Central Service at Presbyterian Hospital in Chicago. 








CURADaveveee 


DOODDDIIII DIDI D I 


( HUA 





WEVECSS SS SRARAR ERE 








Sy arth 





HOSPITAL MANAGEMENT 











f 


ane 


Be 
~ 
~~ 


/ 
i 














rtd dbedsa 


yy 


| for Central Service 


9. That the department library be improved—books on principles of steriliza- 
tion, methods of cleaning various materials, central service procedures, as well as 
magazines with sections devoted to central service and a part of the library devoted 
to descriptive literature on new products and techniques which might be used in 
the department; 








ww 
ww 
Se 
~ ~ 
Nw ~ 
Y = 
~~ id 
— = 
7 
~ 
te 
~ 
— 
~ 
~ 
Nee 
ee 
~ 
a 
~ 
~ 
~ 





10. That at least three other central services be visited during the year; 


11. That there be representation at any meetings arranged locally or nationally 
for central service personnel; 





12. That all opportunities for personal development of the department staff 
be embraced eagerly—participation in civic and community affairs as an example; 


13. That procedures and policies within the department be flexible enough 
to permit easy transition to new concepts that appear on the fast changing hospital 
scene; 


14. That there will always be the scientific approach to problems that arise 
in the department—remembering that one successful test is rarely basis for changing 
or adopting a complete routine; 


15. That it will always be kept in mind that related to each procedure in cen- 
tral service is a patient whose very life is often in our hands; 








: ee 4. P 
16. That suggestions and criticism will be accepted gracefully and graciously 
with a mind ever open to see our own shortcomings as well as we see others’; 


17. That this never be forgotten: “to successfully operate a Central Service 
Department, 'Y ou gotta bave heart.’ ” 
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Look how fast you can 
safely seal and label 





autoclave packages! 


A PAIR OF GLOVES ALL IN ONE 


A SANITARY PACKAGE FAST 


A COMMUNICATION OPERATION 


Fast, convenient Time Labels cut packaging and labeling work in half. 
Eliminates extra folding and tucking. Pre-printed titles eliminate errors, 
confusion and waste. Time Labels are on tough Vinyl coated paper for 
every hospital department. Holds thru all standard autoclave processes. 
Seals cloth, paper or plastic. 


TIME LABELS ARE SAFE! 


... did you know that over 40 papers have been written on personnel 
safety the past 5 years? Write for summary of articles . . . “LABORA- 
TORY ACQUIRED INFECTIONS” by Dr. Kenneth Costich. 


LET US PROVE IT... 


See for yourself how you can 
increase speed and safety in your 
HOSPITAL DEPARTMENT 


Professional Tape Co. Inc. 
Box 41-A 
Riverside, Illinois 


For more information, use postcard on page 107. 





Ruth Weaver Hubbard 
Foundation formed To Support 
Advanced Nursing Education 

™ PROGRESSIVE PRINCIPLES in the 
field of professional nursing ‘o 
which Ruth Weaver Hubbard, in- 
ternationally-known Philadelphian, 
devoted her life, will continue to 
advance through a scholarship fund 
now being established in her mem- 
ory. 

A foundation bearing her name 
has been incorporated to provide 
funds to enable selected nurses who 
possess some of the qualities for 
which Miss Hubbard was_ best 
known, to prepare for positions of 
leadership in nursing through ad- 
vanced education, or to provide op- 
portunities for selected nurses to 
pursue special studies in nursing. 

The many friends and admirers of 
Ruth Hubbard who watched her 
career were especially mindful in 
setting up the foundation, that to- 
day’s hospitals and public health 
agencies need so many thousands of 
nurses to meet the continuing 
health problems. Competent leaders 
to train and supervise them are also 
most urgent. 


The Ruth Weaver Hubbard 
Foundation was formed after nu- 
merous inquiries, from friends de- 
siring to commemorate Miss Hub- 
bard, were received at the Visiting 
Nurse Society of Philadelphia, 
where she had served as general di- 
rector for 26 years. Miss Hubbard 
died December 6, 1955. 

The foundation’s board of direc- 
tors decided that her work could 
best be perpetuated by providing 
education for nursing leaders to 
help meet the alarming shortage of 
administrative and teaching per- 
sonnel in the nursing field. This 
need was sharply revealed in recent 
data collected by the National 
League for Nursing from 132 uni- 
versities and colleges offering edu- 
cation programs in nursing for 
graduate nurses. 

These institutions reported 11,820 
graduate nurse enrollments and 
only 2707 graduations last year. Of 
these only 1067 nurses were gradu- 
ated from programs which actually 
prepare for supervisory positions. 

It was shown that many nurses 
with leadership abilities were forced 
to interrupt or terminate their ad- 
vanced studies to seek employment. 
Their financial needs mean a wide 
gap in nursing continuity and a 
heavy loss to society. 

The Ruth Weaver Hubbard 
Foundation seeks to aid such young 
women with administrative and 
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teaching abilities through an initial 
goal of $200,000, the income from 
which will be used for advanced 
and special nursing education. 

The foundation’s board of direc- 
tors is composed of leaders in Phil- 
adelphia nursing and allied fields, 
and friends of nursing. Included are 
Charles J. Biddle of the Drinker, 
Biddle and Reath law firm, chair- 
man; Mrs. Isidore Kohn, treasurer 
of the Visiting Nurse Society of 
Philadelphia, vice chairman; H. 
Stuart Valentine, Jr., of the Phila- 
delphia National Bank, treasurer; 
Miss Marion E. Shand, general di- 
rector of the Visiting Nurse Society 
of Philadelphia, secretary. 

Other board members are E. C. 
Nicodemus, executive director of 
the American Cancer Society, Phil- 
adelphia Division; Mrs. John B. 
Kelly, vice president of the Wom- 
en’s Medical College; Miss Adaline 
Chase, associate professor of nurs- 
ing education, University of Penn- 
sylvania; Miss Madelyn N. Hall, di- 
rector of Philadelphia Health De- 
partment Public Health Nursing, 
and Mrs. Vernon Edwards of the 
Associated Hospital Service of 
Philadelphia. 

During her outstanding career as 
a public health expert, Miss Hub- 
bard enriched the lives of many 
both here and abroad with her 
warmth and keen understanding, 
and her qualities of leadership. Last 
year she received the Friendship 
Fete Award in Philadelphia for out- 
standing service to humanity, and 
was selected as a Distinguished 
Daughter of Pennsylvania. 

She was a member of national 
and international health committees 
and was sent to Europe by the 
Rockefeller Foundation in 1931 to 
study nursing education and public 
health nursing in ten countries. 

Born in Brooklyn, Miss Hubbard 
was graduated from the Army 
School of Nursing at Walter Reed 
Hospital, Washington, D. C., in 1921, 
and received a Bachelot of Science 
degree at Teachers College, Colum- 
bia University. She did graduate 
work at Columbia, Yale and the 
University of Pennsylvania. 

Miss Hubbard’s professional ca- 
reer began as a staff member of the 
Brooklyn Visiting Nurse Associa- 
tion. In 1925 she became head nurse 
at the pediatric clinic, New Haven 
Dispensary, and then was instructor 
at the Yale School of Nursing. She 
later became education director of 
the New Haven Visiting Nurse As- 
sociation before taking the post as 
general director of the Visiting 
Nurse Society of Philadelphia in 
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1929. She found time to write many 
articles and papers of value to the 
nursing profession and to lecture at 
a number of schools of nursing. 

She served two terms as president 
of the National Organization for 
Public Health Nursing and was on 
the International Council of Nurses. 
She was active in the Pennsylvania 
Health Council and the Pennsyl- 
vania State Nurses Association, and 
served on the boards of several 
Philadelphia health agencies. 

Miss Hubbard took a prominent 
part in the development of the 
“Philadelphia Home Care Plan” for 
long-term illnesses. In 1949 she was 
awarded the Bronze Medal for Dis- 
tinguished Service to Nursing by 
the Pennsylvania State Nurses As- 
sociation. 

Gifts to the foundation established 
to carry on Miss Hubbard’s work 
may be sent to: Ruth Weaver Hub- 
bard Foundation, Visiting Nurse 
Society of Philadelphia, 1340 Lom- 
bard Street, Philadelphia 47, Pa. = 


Funny, Isn’t It? 


When the other fellow takes a 
long time to do something, he’s slow. 

But when I take a long time to do 
something, I’m thorough. 

When the other fellow doesn’t do 
it, he’s lazy. 

But when I don’t do it, I’m too 
busy. 

When the other fellow goes ahead 
and does something without being 
told, he’s overstepping his bounds. 

But when I go ahead and do 
something without being told, that’s 
initiative! 

When the other fellow states his 
side of a question strongly, he’s 
bullheaded. 

But when I state my side of a 
question strongly, I’m being firm. 

When the other fellow overlooks 
a few of the rules of etiquette, he’s 
rude. 

But when I skip a few of the 
rules, I’m original. 

When the other fellow does some- 
thing that pleases the boss, he’s 
polishing the brass. 

But when I do something that 
pleases the boss, that’s cooperation. 

When the other fellow gets ahead, 
he sure had the lucky breaks. 

But when I manage to get ahead, 
Man! Hard work did that! 

Funny, isn’t it—or is it! 

Reprinted from the “Star”, publi- 
cation of University Hospital, Ann 


Arbor, Michigan. a 








Big Capacity Baking 
in Small Space 
with Fish Ovens 


NEW JERSEY STATE HOSPITAL, ANCORA 


@ Trays rotating like a ferris wheel permit 
Fish Ovens to utilize upper space beyond nor- 
mal reach. Easy loading and unloading at 
chest-high door. Additional space savings be- 
cause Fish Ovens have no machinery housing 
at either side—and no clearance required at 
sides or rear. 





Fish Equipment Co. 

Beloit, Wis. 

Write for FREE portfolio of Oven data, 
specifications, pictures. 
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FISH company 


BELOIT, WISCONSIN 





—_ hospital is judged by the food you 


Good’ food is a hospital service where re- 
sults show the most. 
Old-fashioned food ‘service is costly. 
Let Meals-on-Wheels give you an answer 
to your problems without obligation. 

For complete details write to 


“Meals-an-Wheels 


=s SYSTEM 


Dept. V 
5001 E. 59th 
Kansas City 30, 

Missouri 


For more information, use postcard on page 107. 79 
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Pharmacy Service in Smaller Hospitals 


What can be done to improve it? 


by Daniel F. Moravec 


® OUR INTENTION is to continue dis- 
cussion of individual aspects of our 
five-state survey of pharmacy serv- 
ice in smaller hospitals. Because of 
the interest shown and because of 
numerous requests I would like to 
discuss another very significant 
point reflected by our sample. 


The fact that, in the forty hos- 
pitals studied, only four staffed a 
full-time and only one a part-time 
registered pharmacist is of deep 
concern to all of us. Three of these 
four were over 100 beds and all four 
over 75 beds. Now the question is, 
what about those hospitals of 75 
beds and under? In such hospitals, 
humans are sick just as they are in 
larger hospitals. The same medicines 
are used to treat the same illnesses, 
but there are no pharmacists to 
safeguard the dispensing of medica- 
tions. 


Nurses Fill Prescriptions 


From the sample we note too that 
in 92.5 percent of the hospitals 
studied, nurses fill all or some of the 
prescriptions administered. 


The pharmacy profession does 
not sanction this type of thing either 
as individual pharmacists or as or- 
ganized professional groups. The 
members of the nursing profession 
do not enjoy the additional respon- 
sibility of assuming duties for which 
they certainly were never trained. 
The American public, in what it 
pays for health care, has a right to 
expect well trained people in their 
health services. When one takes a 
prescription to a retail pharmacy to 
be filled, he enjoys full protection 
of a registered pharmacist. Why 
must it be different in hospitals 
where there often is even greater 
diversification of drugs used? Why 
is such practice being followed 
despite the fact that it is not sanc- 


tioned by anyone? When two pro- 
fessions frown upon this practice, 
something should be done to remedy 
it. 

The reason nurses are dispensing 
medications in hospitals is because 
there is no one else to do it. Re- 
gardless of how many laws are 
passed the fact remains that those 
who are sick must have care. The 
nurses are trying their very best to 
see that this is done for the good 
of the patient. 


The nurse is to be admired. She 
has not solicited the pharmaceutical 
responsibilities handed her. She is 
doing it only because of the existing 
need. Her creed is that a sick pa- 
tient must be cared for and she is 
doing it. The nurse realizes fully 
that dispensing drugs is something 
a registered pharmacist should do 
and I am sure she will gladly return 
such duty to the pharmacist when 
hospitals and pharmacy decide how 
it can be done. 


The rapid appearance of the mul- 
titude of smaller hospitals in the last 
few years has created a serious situ- 
ation. Hospital personnel and phar- 
macists will have to get together 
and work out ways and means to 
remedy the situation and it must 
be started soon. 


Local Retail Pharmacist 


What can be done to insure to 
the patients in the smaller hospitals 
the pharmaceutical protection they 
deserve? I believe there are two 
possible answers. One, train the 
local retail pharmacist to assume 
the pharmaceutical responsibilities 
of the smaller hospital. This must 
be done so that both he and the 
hospital will want to work together 
to provide maximum protection and 


service to the patient. This type of 


cooperation will not only provide 


the hospital care due the patient, 
but it will, in the long run, also be 
beneficial to both hospitals and 
pharmacists. 

Almost every town having a hos- 
pital also has at least one drug store 
with its registered pharmacist. The 
latter can be utilized in this situa- 
tion if he is trained in the services 
of hospital pharmacy. As a retail 
pharmacist alone, he has never been 
exposed to hospital problems and 
techniques. He may not understand 
that the brief period of increased 
prescriptions and drug _ income 
due to the local hospital may be 
only temporary. 

The retail pharmacist in the small 
community can be shown where he 
can be one of the determining fac- 
tors in preserving the local hospital. 
In turn, the hospital administrator 
must be shown where and how the 
retail pharmacist can not only better 
the service to the patients, but also 
help keep his hospital on an even 
financial course. 

Several colleges of pharmacy al- 
ready are considering post graduate 
courses in hospital work for retail 
pharmacists. This is a fine avenue of 
approach to the problem. However, 
to insure that retail pharmacists 
generate interest enough to attend 
such courses, a good program of 
explanation must be developed. At 
the same ‘time, hospital interests 
should, through institutes, conven- 
tions and literature, show smaller 
hospital administrators the impor- 
tance and need of having the help 
of the registered pharmacist. In this 
connection, basic facts should be 
emphasized; the time of high-level 
theory has long since passed. Prac- 
tical usable methods in hospital 
pharmacy practice should be 
pointed out in such a fundamental 
manner that the administrators can 
go home and apply what they learn. 
Show the hospital administrators 
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“Nobody talks about it”... 


but 


is the incidence of cross infection getting to be 
a problem in your hospital — despite stringent 
aseptic technics? 


Because of the basic nature of hospital 
service, keeping cross infection to a 
minimum has always been a difficult 
task. With antibiotics or other systemic 
antibacterials controlling the primary 
infection in most patients, reducing 
cross contamination may well depend 
upon making the total hospital environ- 
ment as aseptic as possible. This, of 
course, is far from a new idea—but the 
prevalence of highly virulent, antibiotic- 
resistant organisms has accentuated the 
need for increased vigilance and control. 
Every hospital and physician knows the 
havoc that can be created by cross infec- 
tion with antibiotic-resistant streptococci 
and staphylococci. 

Whether infections are caused by con- 
tact with contaminated surfaces or ob- 
jects, by breathing in dust containing 
viable organisms, or by contaminated 
dust settling on wounds—critical evalua- 
tion of both disinfection procedures and 
the disinfectant used may help solve the 
problem. For instance, regular mopping 
of all floors with a good disinfectant can 
remove the source of stirred-up contami- 
nated dust. 


How good does a disinfectant 
have to be? 


It should approach the “ideal” as 
closely as possible. Most frequently men- 
tioned requirements for the ideal disin- 
fectant are that it be: microbicidal 
rather than inhibitory in use dilutions; 
not poisonous or irritating; rapid in ac- 
tion against a wide range of organisms; 
active in the presence of extraneous or- 
ganic matter; not corrosive or staining; 
soluble in water; effective at ordinary 
temperatures; a good wetting agent; in- 
expensive; and stable for long periods 
of time. 


Why is it important 
for a disinfectant to kill 
a wide range of organisms? 


By definition, a disinfectant is a 
chemical substance which destroys all 
common pathogenic organisms. Some 
so-called disinfectants which do not kill 
all the commonly harmful microorgan- 
isms, including tubercle bacilli, are not 
actually fulfilling their purpose. For 
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example, pine oil compounds are ineffec- 
tive against staphylococci, while quater- 
nary ammonium compounds are inactive 
against tubercle bacilli or pathogenic 
fungi. Enteric pathogens transmitted pri- 
marily by contact, respiratory pathogens 
spread by inhalation of contaminated 
dust, and fungi, such as those causing 
athlete’s foot, can be destroyed at the 
same time using Lysol,® O-syl,® or 
Amphyl.® They are all-purpose, broad- 
spectrum phenolic type disinfectants. 


Is tuberculocidal action necessary? 


With 400,000 active TB cases in the 
United States today, and 100,000 new 
ones being reported each year, prevent- 
ing the spread of tuberculosis is still a 
problem. Tubercle bacilli can live for 
weeks on inanimate surfaces and be 
stirred into the air and then inhaled. To 
control this source of infection, the dis- 
infectant must penetrate the waxy cover- 
ing of the tubercle bacillus and kill it. 
Lysol, O-syl, and Amphy] are all tuber- 
culocidal and are recommended for con- 
current and terminal disinfection of all 
premises occupied by tubercular patients. 
Tuberculocidal action is important for 
disinfection of thermometers as well as of 
instruments used to examine body cavi- 
ties since these may touch unrecognized 
sources of tubercular infection. 


Does the presence of organic 
matter affect the efficiency 
of the disinfectant? 


It depends on the type of disinfectant. 
With Lehn & Fink disinfectants, which 
are synthetic phenolics, bactericidal, 
fungicidal and tuberculocidal efficiency 
is retained. Dilutions recommended for 
various applications of Lysol, O-syl, and 
Amphy] are for use in the presence of 
organic matter. 


Is standardizing on one 
disinfectant of any advantage 
to the hospital? 


Besides the extra assurance of know- 
ing that the same efficient disinfectant is 
being used throughout the hospital, 
there is a financial saving possible 
through volume discounts. 


Do Lysol, O-syl, and Amphyl do the 
same disinfecting job? 


Any one of them kills bacteria, fungi, 
and TB bacilli efficiently, but each has 
individual characteristics. 


Lysol was far ahead of its time when 
introduced over fifty years ago. Recently 
the formula was improved; the odor was 
lightened and toxicity was reduced so 
that the “poison” label is no longer 
needed. Many hospitals prefer Lysol 
because of its long reputation for de- 
pendability. The characteristic odor is 
preferred by many for psychological rea- 
sons or as an indication that disinfection 
with Lysol has just been done. 


O-syl is preferred by hospitals wanting 
all the germicidal efficiency of Lysol but 
without the odor. It is practically odor- 
less when diluted for use. Like Lysol, 
O-syl is highly concentrated. Only a 1% 
solution of either (1 part to 100 of 
water) is needed for most applications. 


Amphyl is also odorless when diluted for 
use. Convenience and low cost due to its 
high concentration often make Amphyl 
the disinfectant of choice. Amphyl] is 
twice as powerful as Lysol or O-syl but 
does not cost twice as much. A 14% solu- 
tion (1 part in 200 of water) is sufficient 
for general disinfection so that the cost 
per gallon of “use dilution” is less than 
with Lysol or O-syl. When expected con- 
tamination is great, as in TB or isolation 
wards, Amphy] is often preferred. . 


Do you have special problems 
in disinfection? 

Let us help solve these problems. Spe- 
cially trained field service representa- 
tives as well as the technical staffs in our 
New York office and in our laboratories 
at Bloomfield, New Jersey, are available 
for further consultation. 

eee 
Lehn & Fink disinfectants are available 
through your surgical supply dealer. 
If you want literature, samples, or assistance 
in setting up procedures, please write: 


Lehn & Fink 4 Professional 


PRODUCTS CORPORATION OlVISION 


445 PARK AVENUE, NEW YORK 22,N.Y. 
@T. m. nea. 


For more information, use postcard on page 107. 81 
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BREWER) 


More and more budgetwise buyers 
specify Brewer Chrome-plated hospital 
and surgical equipment. They get 
quality, beauty, ruggedness, easy-main- 
tenance at a fraction of the cost of 
stainless steel or aluminum. Brewer 
Chrome (using stainless only where 
really needed, for exposure to high tem- 
peratures or acids) offers a wonderful 
new concept of economy with no loss 
of beauty or utility. It's a complete line. 
For details contact your hospital supply 
dealer today. 


No. 1332 TOE-TIP 
CONTROL LINEN 
HAMPER. Provides 
much-needed facility 
at reasonable cost. 
Designed at request 
of a leading hospital. 





No. 1470 OVERBED conor 
TABLE: Designed for Neanlong, “Brent 


rough usage. Ideal ful chrome plate with 


where both beauty 
and function count. 
Adjustable. Fireproof, 
alcohol proof top. 


white enamel wood- 
en seat and remov- 
able container. 


* AVAILABLE FROM YOUR 
HOSPITAL SUPPLY DEALER 


MFD. By E. F. BREWER CO. © Butler, Wis. 





and retail pharmacists in smaller 
communities how they can work to- 
gether so that all three, the patient, 
the hospital and the pharmacist will 
be benefitted, and the acute problem 
we see beginning today in smaller 
communities will be eased. 


Pharmacist Purchasing Agent 


The other possible solution to the 
problem of proper pharmacy service 
in smaller hospitals is to produce 
registered pharmacists who have 
hospital pharmacy background. 
There are a number of colleges and 
hospitals now offering graduate 
courses’ and intern work which lead 
to the Master’s Degree. However, 
there are not nearly enough yet to 
supply the demands in larger hos- 
pitals where facilities, equipment 
and income are the most attractive. 

The present need in smaller hos- 
pitals is a registered pharmacist 
who is trained in a number of hos- 
pital duties. What, for instance, 
could be more ideal for a 25 to 75 
bed hospital than to have one per- 
son qualified to assume all pharma- 
ceutical service as well as all pur- 
chasing? It was with this in mind 
that the question was asked the ad- 
ministrators in our survey, “What 
would be your feeling toward em- 
ploying a full-time registered phar- 
macist if.it could be shown where 
it would pay to do so?” 

Forty-seven and one-half percent 
of the administrators replied favor- 
ably with hardly a second thought. 
Such administrators obviously 
have, on their own initiative, 
given careful and serious thought 
to this possibility as a means ef 
bettering their hospitals. Shocking 
as it may be to some, I am sure, a 
trained -hospital pharmacist-pur- 
chasing agent combination in a 30 
or 40 bed hospital, which spends 
$125,000 each year for drugs and 
supplies, could not only provide the 
proper pharmaceutical service to the 
patients, but he could also pay for 
his own salary and others as well. I 
say this, quite aware that opposition 
to such practice at the present time 
would be furious indeed. 


Facts Offer a Challenge 


This concept is one I hope to de- 
velop in more detail in future issues. 
It is a challenge to the educators. 
Through this medium, pharmacy 
service in smaller hospitals can be 
well improved. 

Two possible methods of bettering 


| pharmacy service in small hospitals 


have been suggested. One, train the 
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existing retail pharmacist simul- 
taneously with the smaller hospital 
administrators to work together for 
the benefit of both. Show them 
sound methods through which such 
cooperation can be accomplished. 
Point out to them the distinct ad- 
vantages in working together and 
this would stimulate the interest 
needed for such a program. Two, 
expose the pharmacy student in the 
undergraduate colleges to basic hos- 
pital pharmacy so that if the occa- 
sion ever arises he will have the 
interest and the background for 
short post-graduate courses. En- 
courage more colleges to offer full 
graduate courses in hospital phar- 
macy. Exposure to hospital phar- 
macy in undergraduate work will, I 
am sure, provide ample students for 
any expanded graduate work that 
may be offered. 





“O.K. when Tex McCoy drinks, 
everybody drinks!” 


Obviously, these suggestions to 
alleviate the smaller hospital phar- 
macy problem will take effort, 
money and time. The need is so 
great, however, that it will be well 
worth all that is put into it. It is 
hoped that organized hospitals, or- 
ganized pharmacy and the pharma- 
ceutical educators will see the need 
now. We hope that those who think 
only in terms of their own narrow 
fields will be flexible enough to see 
where the pharmaceutical profes- 
sion and the hospital industry have 
changed drastically since World 
War II. We are entering a new 
phase in health care and our needs 
are changing accordingly. We hope 
very sincerely that pharmacy, hos- 
pitals and education will join forces, 
first to understand the needs, then 
to carefully work out methods to 
satisfy the needs, and finally, to dis- 
tribute such methods into the 
realms of the smaller community 
hospitals that exist today. a 
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TEW 
Continued from page 49 


c. less slippery 
d. more economical 
e. lasts longer 


2. Never use a spirit base wax 
on asphalt or Viny] tile. 


3. Use the least amount of water 
possible and let the water stay on 
the floor the shortest time possible. 
Water is bad for asphalt and Vinyl 
tile floors. 


4. Buffing is important and 
should be done as often as possible 
because 


a. Buffing cleans. Usually use 
the soft brush. If floors are 
bad you can use steel wool 
pads, but never use steel 
wool every day. 


. Buffing hardens. If surfaces 
are kept hard they do not 
scuff as easily. 


. Buffing Spreads. This is im- 
portant because it works out 
the traffic patterns and keeps 
wax from building up near 
the wall. Daily buffing gives 
an even wearing of wax, 
pulling wax from near the 
wall out onto the rest of the 
floor. 


. Appearance. Buffing gives 
floors a beautiful appear- 
ance. 


FLOOR MAINTENANCE 

(Terrazzo) 

Terrazzo is one of the most diffi- 
cult floors to maintain. The most 
important thing to remember is that 
it must be kept sealed. This is be- 
cause terrazzo floors are very por- 
ous. Crystallization of alkaline salts 
makes surface pitting. Terrazzo 
floors should be sealed at least 
every six months. 


Daily care for terrazzo floors: 
1. Sweep. 
2. Mop with neutral detergent. 
3. Rinse well. 
4. Buff. 


NOTE: It is not necessary to wax 
terrazzo floors. In fact it is better 
not to, just seal every six months 
and give the daily care listed above, 


A Patient 


...is more than a name on our rec- 


ords. 

Each patient is a flesh and blood 
man or woman or child with hu- 
man emotions. 


...is more than a hospital number. 


While none of us can allow our 
sympathies to interfere with 
necessary tasks, we must never 
assume a callused, assembly line 
attitude. 


..is more than a medical condi- 


tion. 

It’s not “the appendectomy in 
721B”; it is a human being with 
personal problems, hopes, plans, 
and the need for understanding 
just like yourself. 


...is more than a signature on a 
letter. 

Each letter we receive, no matter 
how minor it seems, is important 
to the sender and merits our 
prompt and careful attention. 


..is more than a voice on the tele- 


phone. 

The phone call of a former pa- 
tient, or his relative or friend 
is a signal for action and an op- 
portunity to serve. 


..is never an imposition on our 


time. 

The patient is the reason we are 
working here, he is not just an 
interruption of business. . 


..is not an “outsider”. 


The patient is truly an “insider” 
— he is our “boss” — the most 
important individual in the hos- 
pital. 


..is not a favor-seeker. 


We do not confer a favor when 
we do something for a patient. 
That is the reason why we are 
here; to render services to pa- 
tients. 


.. hospital visitors are our guests. 


Just as in your own home you 
treat guests with consideration 
and courtesy, so should you act 
towards our guests — the hos- 
pital visitor. 


HOSPITAL PLAQUES 


and signs for every purpose in 
BRONZE and ALUMINUM 


THE OPERATING UNII 

#Y OF THIS HOSPITAL WAS GIVEN 
IN LOVING MEMORY OF 

H] JOSEPH BROWN WHITEHEAD. JR | 


SURPRISINGLY LOW COST 
Everlasting beauty. Free design service. 


Hospitals from coast to coast have gotten the 
best for less because of our unsurpassed facili- 
ties and years of nationwide experience. It will 
pay you to look over our new catalog, prepared 
especially for our increasing clientele in the 
hospital field. Why not send for it today...now! 


Room and Door Plaques 
Directional Signs 

‘ GIBN EY Dedicatory Plaques 

5 rial Plaque: 

~ MEMORIAL WING pe Seinen <ce 


Plaques to Stimulate 
Fund Raising 





“Bronze Tablet Headquarters” 


UNITED STATES BRONZE 
SIGN CO., INC. 
570 Broadway, Dept. HM, N. Y. 12, N. Y. 
Plant at Woodside, L. I. 








If you are planning to build or mod- 
ernize, be sure that provision is made 
to overcome the danger of electric 
power failure caused by storms, ac- 
ident: disasters. Find out, now, 
how hospitals everywhere are filling 
the vital need for assured, continuous 
electric power, with... 


Tgorotigns 
EMERGENCY POWER 


With a Katolight Emergency Power 
Plant you have sound assurance that 
all vital electrical equipment in your 
hospital will continue to operate with- 
out interruption despite normal power 
failure. 


KATOLIGHT STANDBY POWER PLANTS are 
available in sizes up to 75 KW... up to 400 
KW on request. 











remembering to rinse well, Reprinted from a folder distributed WRITE TODAY FOR DETAILS! 

If these procedures are observed, to patients and staff at the Aultman 
your floors should always be in the Hospital in Canton, Ohio. It was 
condition you would like them to written by the director, George R. KATOLIGHT CORPORATION 


be. a Wren. Box 891-86 Mankato, Minnesota 
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™ IMPROPERLY MAINTAINED fire ex- 
tinguishers may mean ineffective 
fire protection in case of emergency. 
Ineffective fire protection means 
danger, high dollar losses, and pos- 
sibly injury and death. 

A regular planned program of 
fire extinguisher care and mainte- 
nance will keep extinguishers ready 
for any emergency which may arise. 

All extinguishers should be ex- 
amined at regular intervals (sev- 
eral times a year) to make sure 
that they have not been tampered 
with or removed from their desig- 
nated places, to detect any injuries 
and to see that they are in full 
working order, ready for instant 
use. Recharging of extinguishers 
should be done under capable su- 
pervision and the date of recharg- 
ing and signature of the person who 
performed it put on the tag at- 
tached to each extinguisher. 

In hydrostatic pressure tests (ex- 
cept for carbon dioxide extinguish- 
ers) the pressure should be applied 
gradually to reach in about one 
minute’s time at least 300 Ibs. per 
square foot and not over 350 Ibs. 
for hand types, not over 400 lbs. 
for wheeled types. Hold pressure 
for one minute and release. If ex- 
tinguisher shows any leakage, dis- 
tortion or other weakness, it should 
be discarded, first mutilating it to 
prevent future recovery and use. 


Vaporizing Liquid Type 


Should be kept full at all times 
and examined at least once a year 
for condition of pump or pressure 
and any deterioration or damage. 
Test its operating condition by dis- 
charging a small amount of the ex- 
tinguishing agent and refill accord- 
ing to the manufacturer’s instruc- 
tions. If extinguishers of the stored 
pressure type are corroded or in- 
jured, they may be unsafe and 
should be returned to the manu- 
facturer for examination. 

To recharge, follow instructions 
on name plate. Never use water in 
vaporizing liquid extinguishers for 
any purpose. Use only recharges 
furnished by the manufacturer. 


This is a condensation of the "Safety Code 
For Inspecting, Recharging and Maintain- 
ing Portable Fire Extinguishers’ prepared 
by the Fire Equipment Manufacturers’ As- 
sociation, Inc. 
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Proper 


Care of 


Extinguishers 


Soda-Acid Type 


Protect from freezing tempera- 
tures. If extinguisher shell or seams 
are damaged, corroded or dis- 
torted, unit may be unsafe and 
should have a hydrostatic pressure 
test. It should also be pressure 
tested every five years. 

In recharging, clean the interior 
and all parts with warm water and 
run water through hose and noz- 
zle. Be sure there are at least four 
full threads in good condition on 
the head and be sure head is re- 
turned to same extinguisher from 
which it came. Replace hose and 
head gasket if they are unservicea- 
ble. Use only recharges furnished 
by the manufacturer of the extin- 
guisher and follow his instructions. 
Acid bottles and their  stopples 
should be exact duplicates of those 
originally provided. 


Chemical Foam Type 


Protect from freezing tempera- 
tures, If extinguisher shell or seams 
show evidence of mechanical dam- 
age, corrosion or distortion, unit 
may be unsafe and should be sub- 
jected to hydrostatic pressure test. 
It should also be pressure tested 
every five years. 

Chemical foam extinguishers 
should be recharged annually and 
right after use. Clean extinguisher 
interior and parts with warm water 
and run water through hose and 
nozzle. Heads should have four full 
threads in good condition and 
should be fitted only to the original 
extinguishers from which they 
came. If hose, head gasket, inner 
chamber or loose stopple are un- 
serviceable, replace. Use only re- 
charges furnished by the extin- 
guisher manufacturer. The two 
chemical recharges should be mixed 
in separate containers and be thor- 
oughly dissolved before being 
placed in inner and outer chambers. 
Follow the manufacturer’s instruc- 
tions and do not fill either chamber 
beyond the solution level mark. 


Cartridge-Operated Water Type 


Protect from freezing tempera- 
tures, Examine shell and seams for 
signs of mechanical damage, corro- 
sion or distortion. If there is evi- 
dence of weakness, subject extin- 
guisher to hydrostatic pressure test. 
Weigh the carbon dioxide pressure 
cartridge to detect loss by leakage. 
If cartridge has lost % ounce or 
more, replace with unit of the same 
make. 

Recharge immediately after use 
and inspect periodically to see that 
water level is up to proper mark. 
Clean interior and parts with warm 
water and run water through hose 
and nozzle. Examine threads on 
head, making sure there are at least 
four full threads in good condition, 
and return head to same unit from 
which it came. Replace hose, gas- 
ket and cartridge if unserviceable. 
Check cartridge puncturing mecha- 
nism. 


Cartridge-Operated Anti-Freeze 
Extinguisher 


Inspection, maintenance and hy- 
Please turn to page 88 
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THE RIGHT BRUSH 
SWEEPS CLEAN WITH ONE STROKE 


THE PERCHERON 
for rough floors 


The Holcomb ‘‘Percheron” 
kicks out the dirt, makes quick 
work of sweeping even the 
roughest floors. its heavy 
plastic bristle stock is self- 
cleaning and immune to the 
action of water, oil and most 
chemicals. Outwears ordinary 
heavy duty brushes many 
times. Made in 14, 18 and 24” 
block widths. 








THE SHIRE 
for medium floors 
The Holcomb ‘‘Shire” offers 


a light weight touch for me- 
dium floors. A versatile plas- 


tic stock construction cuts. 


sweeping time, moves light, 
coarse and heavy dirt with 
long, easy strokes. Stock tufts 
are securely anchored in hard- 


- wood block, won't work loose. 


“Shire” block width sizes are 
14, 16, 18 and 24”. 





THE RACER 
for smooth floors 

The Holcomb “Racer” is the 
finest machine-made smooth 
floor brush money can buy. 
Center rows of stock are ag- 
gressive blend of fibre and 
hair—outer rows are ail hair. 
Full flared ends permit a wider 
sweep. Block and handle de- 
sign give longer, flat-to-the- 
floor sweeping stroke. 14, 16, 
18, 24 and 36” blocks. 


Let your Holcombman show you the right brush for your needs. 


You'll profit on its one-stroke sweeping efficiency. 


HOLCOMB SCIENTIFIC CLEANING MATERIALS 


J. 1. Holcomb Mfg. Co., Inc., 1601 Barth Avenue, Indianapolis, Indiana 


NEW YORK 


Li a ali lh nc ae Sl 


DALLAS °e 
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LOS ANGELES 


TORONTO 
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drostatic pressure test are the same 
as for the Cartridge-Operated 
Water Type. 

In recharging, the anti-freeze so- 
lution chemical supplied by the 
manufacturer should be dissolved 
in water outside the extinguisher 
and according to instructions on re- 
charge package. In filling extin- 
guisher, pour solution through a 
fine strainer. 


Pump Tank Water Type 


At least once a year, examine the 
condition of the pump. Also test by 
pumping several strokes. Return 
solution to tank and put drop of 
thin lubricating oil on piston rod 
packing. 

If an anti-freeze solution is used, 
following manufacturer’s instruc- 
tions, dissolve solution outside the 
extinguisher, and pour through a 
fine strainer when filling. 


Carbon Dioxide Type 


During periodic inspections, 
check weight of unit. If charge is 


10 percent below normal, recharge 
to proper weight. If unit is empty 
and shows no evidence of being 
discharged, check for: 1. ruptured 
safety disc, due to excessive pres- 
sure from high ambient tempera- 
ture (replace disc with one of cor- 
rect size and material as specified 
by the manufacturer); 2. leaks in 
packing (discharge the extinguish- 
er, repair, recharge and test for fur- 
ther leakage); 3. deterioration of 
cylinder (subject unit to the special 
hydrostatic pressure test for carbon 
dioxide extinguishers described be- 
low). If a carbon dioxide extin- 
guisher has been in use for five 
years and is to be recharged, it 
should undergo hydrostatic pres- 
sure test, as follows: 

Carbon dioxide extinguishers 
should have an internal hydrostatic 
pressure test in a water jacket to 
determine the expansion of the cyl- 
inder and should include visual in- 
ternal and external examination. 
The pressure should be 5/3 the serv- 
ice pressure of the cylinder and 
applied for at least 30 seconds or 
as long as deemed necessary. Cyl- 
inders having a permanent expan- 
sion in excess of 10 percent of the 
total expansion, and/or any of the 


following defects should be con- 
demned: 1. loss of metal thickness 
by localized pitting or large area 
corrosion, amounting to more than 
.005 inch for a cold drawn cylinder 
or 1/32 inch for a hot forged cylin- 
der; 2. loose scaly material on the 
outside of the cylinder, easily bro- 
ken away by hammering or jolting; 
3. foreign deposits or inclusions on 
the outside cylinder wall or bot- 
tom. If cylinder is usable, record 
date of test under original date of 
test on dome of cylinder. 

To discharge cylinder before re- 
charging, equip outlet with suitable 
device to prevent recoil. In re- 
charging, be sure cylinders are dry 
internally and free of rust or for- 
eign matter. In reassembling valve 
to cylinder, apply torque specified 
by manufacturer. The carbon diox- 
ide supply, whether from cylinder or 
a liquifier, should be in a liquid 
state and between zero and 88 de- 
grees F. Place extinguisher on a 
scale during recharging operation. 
Do not exceed the weight perma- 
nently marked on the extinguisher. 
After charging, place unit under 
water for visual evidence of leak- 
age; then dry thoroughly. 

Please turn to page 93 








LAKESIDE 


STAINLESS STEEL 
UTILITY CARTS 


Save only 4!/, to 

5!/p minutes a day 

with Lakeside 

Standard Utility Carts 

and they pay for themselves in less than a year. You 
KNOW you'll save much more, using them as dressing 
carts, medicine carts, instrument stands, laboratory 
carts . . . any work that can be put on wheels . . . so 


start using LAKESIDE now! 


MODEL 311 (left) 15/2 x 24" shelves... 
_MODEL 322 (right) 17'/2 x 27" shelves 


FOB Milwaukee, slightly higher in West. See your dealer or write today. 


LAKESIDE MFG. Inc. 


1964 S. ALLIS STREET 
MILWAUKEE 7, WAS 











LOOKING 


SOME EQUIPMENT 
OR SOMETHING 


HERE'S HOW to find what you want, or to sell what you 
want to liquidate, provided it has anything to do with the 
hospital field: Just tell the hospital world about it in the 
Classified Columns of HOSPITAL MANAGEMENT. It's a 
definite way to get prompt results—and no wonder, either, 
when you realize it has something like 49,275 readers! Best 
of all, it's inexpensive—only 75¢ per line, minimum charge 
$1.50. Turn to the Classified Page right now for details. 
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Basic Realities in Hospital Costs 


The purpose of the hospital is to save 


the patient’s life, not his money 


by W. C. Perdew, D.D. 


“@ THE PRIMARY PURPOSE of the vol- 
untary general hospital is not to 
save the patient’s money, but to 
safeguard and restore his health. 
Economy of operation is an impor- 
tant but secondary goal. 

The hospital which seeks to main- 
tain a quality of care which is in 
accordance with national standards, 
with the demands of the public and 
with the needs of the medical pro- 
fession, has only limited control 
over either the salaries or supplies 
which make up approximately 95 
percent of the cost of hospital op- 
eration. 

Since hospital care is the care of 
human beings, the hospital must 
provide everything which a human 
needs for normal living in his own 
home plus all of the special needs 
made necessary by his illness. Sup- 
plies therefore include such items as 
food, fuel, utilities, soap and house- 
keeping supplies, linens, dishes, 
tools, utensils, and purchased serv- 
ices for repair of buildings and 
equipment. Special supplies needed 
for the care of the sick, rather than 
for normal living, would include 
such items as films for x-ray, labo- 
ratory chemicals and_ glassware, 
bandages and_ surgical supplies, 
business office supplies and forms, 
drugs and a host of miscellaneous 
items for medical purposes. 


Hospitals Not Exempt 


On all of these supplies the hos- 
pital must pay the market price. 
When Blue Cross was young, in 
1940, the United States Bureau of 
Labor Statistics Cost of Living In- 
dex stood at 59.9; in 1955 it was 


Rev. Perdew is administrator of the Bron- 
son Methodist Hospital in Kalamazoo, Mich- 
igan. 
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114.5. The hospitals have not been 
exempt from this rise in the prices 
of what they must buy; and when 
the cost of hospital supplies goes 
up, Blue Cross expense goes up 
with it. 

It might normally be expected 
that hospitals would be able to ex- 
ercise more control in the matter 
of salaries. But most of the increase 
in the cost of hospital operation in 
the past 15 years is found in this 
item of expense. Hospitals have 
been subject to the same factors 
which have affected the entire 
economy. Since 1945 the average 
hourly earnings of production 
workers in manufacturing indus- 
tries in Michigan has advanced from 
$1.19 to $2.31, a total increase of 
94.1 percent, according to informa- 
tion released by state authorities. 
With the full employment which 
prevailed during the war and after, 
hospitals have had to compete with 
industry for employees, including 
nurses. They faced the choice of 
increasing their salary schedules or 
closing their doors. 

To the effects of this competition 
has also been added the pressures 
of government to increase the wages 
of employees in the lower income 
brackets through minimum wage 
laws. 

Hospital salary expense has also 
been affected by the general trend 
toward a shorter work week. No 
longer do hospital employees work 
a 10 hour day and a 6 or 7 day 
week. Some hospitals are now on a 
40 hour week for all employees, 
some are on a 44 hour week and 
none that I know of have more than 
a 48 hour week. The shortening of 
the work week is in accordance 
with general employment trends to- 
day; but it has exerted tremendous 
influence toward the increasing of 


the total salary expense of hospital 
operation. 

The patient must be provided 
with care 24 hours a day and 7 days 
a week. Therefore, if each employee 
works fewer hours per week, the 
gap must be filled by hiring addi- 
tional personnel with an immediate 
increase in the total salary cost. 

To this important factor of op- 
erating expense must be added the 
cost of other enlightened personnel 
practices which have been rather 
generally adopted by hospitals dur- 
ing the past 15 years, such as holi- 
days, vacations and sick leave with 
pay. Until 1950 hospital employees 
were excluded by law from partici- 
pation in Social Security. In that 
year, under a change in the law, 
employees of non-profit hospitals, 
with the approval of the hospital 
trustees, might enter Social Security 
if they so desired; and most of them 
did. These Social Security taxes 
added a substantial amount to the 
salary budget. 

But in spite of all these changes, 
hospital employees in general are 
still paid less than industrial em- 
ployees for the same type of work. 


Make Labor Productive 


However, hospitals further rec- 
ognize the obligation to make the 
labor of their employees as pro- 
ductive as possible. This is being 
accomplished by the increasing use 
of labor saving devices. A list of 
those which may be found in many 
hospitals would include such items 
as the following: 

1. The functional design of nurs- 
ing units so as to reduce the 
distance a nurse must travel 
in caring for her patients. 

2. The establishment of central 
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service departments using as- 
sembly line methods for the 
cleaning, preparation and 
sterilization of instruments, 
gloves, clinical ware, band- 
ages, surgical linens and other 
medical supplies, thus saving 
nurses’ time in the various 
patient areas. 

. Transmission of oxygen to the 
patient’s bedside by a built-in 
piping system instead of by 
steel cylinders transported on 
hand trucks. 

. Lifting devices with which 
one person can lift a helpless 
patient from the bed to a cart 
or wheel chair. 

. Automatic dial telephone sys- 
tems for intra-mural calls. 

. Pneumatic tube systems for 
the automatic transmission of 
written messages, orders, req- 
uisitions, prescriptions, etc. 

. Machine posting of patients’ 
accounts and payroll records 
in the business office. 

. The installation of power 
driven machinery for laun- 
dry work, food preparation, 
and dishwashing and the use 
of conveyor belts, dumb wait- 
ers and vertical conveyors for 
the transportation of patient 
meal trays from a_ central 
kitchen to the nursing units. 


Automation Has Limitations 


But there are certain practical 
limits to the process of putting au- 
tomation into the hospital. No ma- 
chine has yet been invented which 
can safely and comfortably give a 
sick person a bath in bed. Hospital 
service at the patient’s bedside is 
still essentially a personal service, 
and is likely to remain so for some 
time to come. 

Another element of operating ex- 
pense which has affected hospitals 
in the past 15 years is less easily 
explained, but is equally as impor- 
tant. It is the quality of hospital 
care, because it is definitely related 
to the larger number of personnel 
now employed in hospitals. 

In 1950 Dr. Kenneth B. Babcock, 
then administrator of Grace Hospi- 
tal, Detroit, conducted a survey of 
medicines being ordered by doctors 
for administration to their patients 
in his hospital. He found that 85 
percent of these drugs had not even 
been discovered 15 years before. 
Some of these new drugs have giv- 
en the medical profession for the 
first time an effective means of 
overcoming specific types of illness, 
especially bacterial infections. Many 
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of these new medicines, which have 
almost miraculous effects, are still 
very expensive and in some cases 
require special equipment and more 
personnel time to administer to the 
patient. This increases operating 
expense; but it does save lives. 

In addition to the new armamen- 
tarium of drugs, tremendous strides 
have been made in the field of 
surgery through the development 
of techniques for the relief of con- 
ditions in the presence of which 
doctors were helpless a generation 
ago. Surgery upon the brain, the 
lungs, the heart and the great ves- 
sels is now regularly being per- 
formed, and is restoring to normal 
activity people, who in a former day 
would have beeri condemned to 
lifelong invalidism or even early 
death itself. 

This new surgery has been made 
possible not only by improved an- 
esthetic agents and techniques, but 
also by the use of supportive treat- 
ments such as whole blood trans- 
fusions, intravenous solutions and 
inhalation therapy, especially the 
use of oxygen. Thousands of pints 
of human blood are transfused into 
the veins of hospital patients in 
Michigan every month, supple- 
mented by hundreds of thousands of 
units of intravenous solutions and 
medications. Even if the blood itself 
is provided to the patient without 
cost, there is expense connected 
with the transfusion supplies and 
equipment and the services of labo- 
ratory technicians who must type 
and cross match the blood, since the 
use of blood of the wrong type for 
that patient might produce a fatal 
result. 


Improved Laboratory Techniques 


The patient’s attending physician 
must have accurate laboratory data 
to assist him in making a sound 
diagnosis and to properly regulate 
his treatment. In the past 15 years 
literally scores of new laboratory 
tests have been developed to pro- 
vide this information. This has re- 
quired more registered laboratory 
technicians and aids. 

New types of x-ray examinations 
and more accurate x-ray techniques 
have increased the value of x-ray 
services, but more and _ better 
trained technicians are necessary. 

With the advances of medical 
science new services have had to 
be added to the hospital, and each 
requires employees. For example, 
physical therapy is receiving in- 
creasing attention from both the 
doctors and the public, and to pro- 


vide this service, professionally 
qualified personnel must be added. 

There was a time when a good 
cook in the kitchen was all the 
hospital needed to provide satis- 
factory meals to the patients. Today 
proper nutrition constitutes one of 
the most important aspects of the 
treatment ordered by the attending 
physician. In many hospitals at least 
one half of all meals served to pa- 
tients are “special diets” rather than 
the regular meal for the day. This 
means that each meal for each of 
these special diet patients must be 
individually prepared and in many 
cases, the food components must be 
specially calculated, weighed, meas- 
ured and cooked. They are just as 
important as the medicine provided 
for patients suffering from such 
types of illness as gall bladder dis- 
ease, stomach ulcers, allergies, 
diabetes, heart ailments and others. 
This means more registered dieti- 
tians and other employees in the 
dietary department. 

National standards for an ac- 
credited hospital now request the 
maintenance of a medical library, in 
which a doctor may consult the 
writings of recognized authorities 
for his more difficult cases, and a 
medical record department, in 
which the medical record of each 
patient is coded and cross indexed 
for ready reference in future treat- 
ment of the patient and for insur- 
ance and legal purposes. These new 
departments are becoming indis- 
pensable to good quality hospital 
care; but more personnel must be 
employed to staff them. 


Increased Personnel 


Twenty years ago many medium 
sized hospitals were able to operate 
with a business office staff consist- 
ing of a bookkeeper, a clerk and a 
cashier. Government regulations 
and the rise of Blue Cross and hos- 
pital insurance has made necessary 
a substantial increase in the number 
of business office personnel. It is no 
small task to keep the financial and 
statistical records and prepare the 
special reports now required by 
“third party” payments. Nor should 
we overlook the personnel time re- 
quired to keep the records and 
make the reports for withholding 
taxes and Social Security tax on 
employee salaries, sales taxes on 
items which are subject to such tax, 
reports required by hospital licen- 
sure, to say nothing of the calcula- 
tion of benefits and preparation of 
records, billings and correspondence 
for patients having Blue Cross or 
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hospital insurance contracts of 
many varieties. I regret to say that 
the amount of such work per pa- 
tient seems to increase every year 
and a hospital has no choice but to 
comply with the demand. 

Nor should we overlook that 
change in treatment which perhaps 
has made the greatest impression 
upon the patient himself, namely 
early ambulation. While getting the 
patient out of bed early after 
surgery produces excellent results, 
the patient is usually a bit reluctant 
as well as physically weak, and 
therefore usually must have the as- 
sistance of one or two nurses or 
other personnel for each ambula- 
tion treatment. 

At the present time, in order to 
render a service which is compre- 
hensive in scope and of the quality 
being demanded by the public, a 
fully staffed hospital must employ a 
minimum average of two persons 
per patient. 

What has been the result of this 
increase of both professional and 
non-professional personnel and of 
the new services, drugs and equip- 
ment needed for the application of 
the advances of medical science to 
the care of the sick? 

One of the results has been the 
reduction by one third of the aver- 
age length of the patient’s stay in 
the hospital. The length of stay for 
a maternity case has been cut in 
half. 

Likewise, the rates of mortality 
and morbidity have been reduced. 
The reduction which has occurred 
in the hospital of which I am the 
administrator could be paralleled in 
almost any accredited hospital. In 
1938, the year in which Michigan 
Blue Cross was founded, the mor- 
tality rate for all patients admitted 
to our hospital was 4.8 percent. In 
1954-55 the rate was 2.4 percent, 
just one half of the rate of 16 years 
before. 

In his annual report for 1954, Dr. 
Albert E. Heustis, Commissioner 
of the Michigan Department of 
Health, reported that in the past 25 
years newborn infant deaths per 
1000 live births had dropped from 
63 to 25, a reduction of 60 percent. 
Only 10 years ago the infant death 
rate was still 48 per 1000 live births. 
Today the chief causes of newborn 
infant deaths are prematurity and 
congenital defects. Because hos- 
pitals and doctors have raised the 
quality of care, the cost has in- 
creased; but every year thousands 
of babies live who would have died 
without this new type of care. 

I believe that it is reasonable to 
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conclude from the above facts that 
no substantial reduction in the ex- 
pense of hospital care can be made 
without lowering the quality. In 
hospital care as in the purchase of 
an automobile, the 1956 model can- 
not be provided at the 1936 cost. 

Life is man’s most precious pos- 
session; and health is his greatest 
asset. It is in the conservation of 
these values that modern hospital 
care makes its greatest contribution 
to the individual and the commu- 
nity. 

There is no cheap way to save 
life. When illness or accident 
strikes, when our own life or that 
of our loved one is at stake, we do 
not want second rate hospital care. 
We want the very best. That is 
what the public is demanding of 
hospitals; and that is what the hos- 
pitals are trying to give the public. 
And, even if it costs a few dollars 
more per year, it is still one of the 
biggest bargains offered to the 
American people today. B 





BUILDING SERVICE 
Continued from page 88 


Carbon dioxide extinguishers 
should not be located where tem- 
perature is over 130° F. If tempera- 
ture is higher, extinguisher should 
be undercharged according to rec- 
ommendation of its manufacturer. 


Cartridge-Operated Hand Dry 
Chemical Type 


Examine at least every six 
months to see that seal wires are in 
good condition, the orifice of the 
discharge nozzle isn’t clogged, and 
there is no evidence of shell dam- 
age or distortion. 

Examine at least once a year to 
see that the weight of the carbon 
dioxide pressure cartridge meets 
the manufacturer’s specifications, 
the passages for the carbon dioxide 
gas and the dry chemical are clear, 
the dry chemical is free flowing 
and neither above nor below the 
prescribed weight, the nozzle and 
cartridge-operating devices are free 
operating, and the hose and sealing 
gaskets are undamaged. 

In recharging, follow the manu- 
facturer’s instructions and use only 
recharges furnished by manufac- 
turer. After use, release the pres- 
sure, inspect any dry chemical re- 
maining in the shell. Refill to rated 
capacity. Replace charged cartridge 
according to manufacturer’s in- 
structions. 


Pressure-Operated Hand Dry 
Chemical Type 


Examine at least every six 
months to see that seal wires are in 
good condition, pressure meets pre- 
scribed limits, orifice of discharge 
nozzle is clear, there is no mechani- 
cal damage or distortion, and unit 
is full charge by weighing. 

In recharging, follow manufac- 
turer’s instructions. After use, re- 
lease the pressure to clear hose and 
relieve pressure. Use only dry 
chemical furnished by manufactur- 
er. Pressurize as specified by man- 
ufacturer. 


Wheeled Dry Chemical Type 


Examine regularly to see that 
wire and lead seals are not broken, 
discharge nozzle is in closed posi- 
tion and unclogged, and the extin- 
guisher and hose are undamaged. 

Examine annually to see that the 
nitrogen pressurizing cylinder is 
properly charged, hose is clear of 
dry chemical, nozzle is unclogged 
and undamaged, hose coupling and 
nozzle connectors are tight, and the 
extinguisher and hose are free of 
damage or corrosion. 

In recharging, use only dry 
chemical furnished by manufactur- 
er and follow his instructions. Re- 
lease pressure in extinguisher. Re- 
charge nitrogen cylinder if pressure 
is below minimum. Turn valves to 
proper position. a 





HOSPITALS AND THE LAW 
Continued from page 70 


scopic diagnosis is the sine qua non 
of neoplastic disease. It is the only 
means of absolutely establishing the 
true nature of the disease.’ 

“For the reasons given, we con- 
clude that the order granting the 
motion for involuntary dismissal 
was error, and that the judgment 
must be reversed and the case re- 
manded for a new trial.” 

(Corn v. French, 5 C.C.H. Neg. 
Cases 2d 356-Nev.) e 





Acquiring Surplus Property For 
Health or Educational Use 
™ A SMALL PAMPHLET published by 
the Department of Health, Educa- 
tion and Welfare gives information 
on eligibility for surplus property, 
where and how to apply and the 
conditions and restrictions imposed 
upon surplus property. 

Available from the Government 
Printing Office, Washington, D. C. 
Price 15c. a 
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Kitchen Equipment— 


How to Keep it Bright and Shiny 


by Mary C. Barnes 


® MODERN SANITATION thinking 
points towards faster, easier and 
more efficient cleaning through ap- 
plication of a few common sense 
principles of chemistry. 

Fundamentally, two types of soil 
must be controlled; 

a) organic soil which is frequent- 

ly on the “acid side” of the pH 

scale and thus needs an alkaline 
cleaner to neutralize or dissolve 
it, and 

b) inorganic or “mineral” type 

deposits which are usually on the 

“alkaline side” of the pH scale 

and thus require an acid type de- 

tergent to dissolve or neutralize 
them. 

For example, if we have fat, pro- 
tein and starch then we use an al- 
kaline detergent for cleaning. If 
there is a mineral deposit from water 
and soil, it will build up a dulling 
film. This is very obvious on the 
inside of dish machine and water 
steam tables, so we use organic 
acid detergent. We use the alkaline 
detergent wash for three or four 
days, then alternate one day with 
acid detergent. 

The alternate system of cleaning 
is based upon the use of mild alka- 
line detergents most of the time, 
and the use of organic acid deter- 
gents instead of the alkaline mate- 
rials every third or fourth day de- 
pending upon local water and soil 
conditions. 


Acid Cleaning 


Organic acids are essentially de- 
rived from a “vegetable base” and 
should not be confused with the 
harsh and dangerous “mineral” 
type acids such as muriatic, nitric 


Miss Barnes is assistant director of college 
food units at Oklahoma A. & M. College, 
Stillwater, Oklahoma. 
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and sulfuric. Because of their 
“vegetable base” the organic acids 
are comparatively mild, gentle to 
hands, and non-corrosive to stain- 
less steel equipment. They are in 
the same general acid family as 
orange juice and other widely used 
food products. 

The organic acid detergents have 
demonstrated their ability to main- 
tain mirror-like finishes on bright 
metal equipment in the dairy and 
food industries for the past number 
of years. They are gaining increased 
acceptance daily in the institutional 
field because of their versatility and 
ease of use. The “ease of use” — 
comparatively mild, gentle to hands, 
and non-corrosive to stainless-steel 
equipment is one of its outstanding 
characteristics. 

Before starting on the alternate 
method, it may be necessary to carry 
out a thorough initial clean-up of 
the equipment with an organic de- 
tergent to remove accumulated soil 
deposits. With the use of the al- 
ternate system undesirable deposits 
are kept off equipment, rather than 
removed occasionally by laborious 
time-consuming methods which 
usually harm the equipment. 

In actual cleaning operations the 
acid solution is measured into warm 
water (usually at the ratio of one 
ounce detergent to three gallons of 
water), and applied with a good 
brush or cloth (a paint brush or a 
spray type bottle of the solution gets 
into the difficult corners). A short 
“soaking” period is usually helpful, 
then the surface is scrubbed clean 
and the washing solution rinsed 
away. Thus, with the use of organic 
acid detergents, it is possible to do a 
thorough job of mineral deposit re- 
moval quickly and easily, and with- 
out the expensive labor costs in- 
volved where abrasive cleaning 
methods are employed. 


There are organic detergents that 
will remove lime deposits, water 
marks and light soil which are espe- 
cially designed for hand use. 


Specific Items 


Let’s talk about the cleaning 
processes of a few specific pieces of 
equipment. We will take for granted 
that they have had a daily cleaning 
with an alkaline detergent. 
Drainboards, sinks and vats—You 

will need a routine cleaning every 
three or four days with an acid 
detergent, depending on your 
water and other factors. It may be 
necessary, if a lime deposit has 
accumulated, to wet it down with 
straight organic acid detergent; 
soak; scrub off deposits and rinse 
well with clear warm water. Re- 
peat if necessary. 

Coffee urns and stands—Urns and 
stands should be cold to the 
touch. Initial cleaning: Use 
straight organic acid detergent; 
wet down; soak and brush off 
lime; rinse well. Wipe off with 
one ounce to three gallons 125° F. 
water; rinse with clear water. 

De-liming post and pans—Wet down 
with straight organic acid de- 
tergent on cloth; soak; wipe off 
deposits and rinse well with clear 
warm water. 

Cleaning outside of dishwashing ma- 
chines.—Machine must be cold. 
Soak for heavy deposits. Wipe 
down with clean cloth wrung out 
in one ounce to three gallons 125 
F. water; rinse with clear warm 
water. 

Hoods—stainless-s te el—Wipe off 
with clean cloth using one ounce 
to three gallons hot water; rinse 
with clear water on clean cloth. 

Soda fountains, refrigerators, stain- 
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to balance the bland diet... 


Ovaltine with milk, included in the 
“bland” or special diet, helps to balance 
and satisfy the nutritional requirements 
of the patient. By increasing levels of nu- 
trients which are low in milk, Ovaltine 
assures minimum daily requirements of B 
vitamins, ascorbic acid and iron. 


~ Ovaltine adds zest and appeal to the un- 
appetizing, uninteresting restricted menu. 
Its balanced protein, vitamin and mineral 


OVALTINE ‘Ne 


formula favors weight gain, increases re- 
sistance and helps combat the strain of 
today’s stepped-up living. 


Ovaltine is equally tempting hot or cold. 
This refreshing beverage may be taken at 
mealtimes, during “break” periods, or as a 
sleep inducing nightcap. Because it reduces 
the curd tension of milk over go gy 
60%, Ovaltine is kind to the > 
most sensitive stomach. 7 
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Ovaltine 


The World’s Most Popular Fortified Food Beverage 


The Wander Company, 105 W. Adams St., Chicago 3, IIl. 
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less steel, monel surfaces, etc.— 
Initial cleaning; Use straight or- 
ganic acid detergent, wet down, 
soak and brush off lime. Rinse 
well. Routine; Wipe off with clean 
cloth using one ounce to three 
gallons hot water. 

The alternating system of cleaning 
will take care of stainless steel 
shelves, work tables, counters, deep- 
fry kettles, steam-jacketed kettles 
and food wares. These can be 
handled with an organic acid de- 
tergent for hand use. 

There is also an organic acid de- 
tergent designed for heavy duty 
lime control used for dish-washing 
machines, steam tables and coffee 
urns. In the use of these organic 
acids there are a few points we 
should emphasize as they will be 
helpful in the application. The high- 
er the temperature at which they 
can be applied, the faster they re- 
act with mineral deposits but there 
is no advantage in boiling the solu- 
tion. They are not designed ta cut 
grease and heavy soils, but rather 
to dissolve lime and mineral de- 
posits. 


Brushing Also Important 


Whenever organic acid detergents 


are used, it is important that an ade- 
quate brushing be given to heavy 
mineral deposits. All surfaces should 
be rinsed well after cleaning to flush 
loosened soil away and prevent 
stickiness. 

Inasmuch as these materials are 
“acid” in nature, no other cleaning 
materials should be mixed with or 
added to them. All common deter- 
gents, soaps, etc. are of the alkaline 
type, so would neutralize and de- 
stroy the organic acid cleaning action 
if mixed. 

Our main cleaning agent is water. 
Therefore, it must be properly con- 
ditioned. 

Cleaning is a practical application 
of chemistry. Chemistry is one of 
the few exact sciences. To do suc- 
cessful cleaning, we must use 
proper amounts of detergents in 
clean water at the right tempera- 
tures. Detergents must be measured, 
for too much can be as harmful as 
too little (too much organic acid, 
without adequate rinsing, leaves 
surfaces sticky). 

The purpose of the detergent is 
to loosen the soil—we must have 
friction to remove it! 

Any cleaning solution must be 
rinsed off—otherwise, the soil has no 
place to go, but to dry back on the 


surface from which it was removed. 

The easiest way to practice good 
sanitation then, is to let some basic 
chemistry do the work, instead of 
depending on brute strength. There 
is no need to feel distant toward the 
subject of chemistry, for all of us 
have been applying it practically 
every day of our lives since infancy 
—we do so every time we wash our 


hands! 
Personnel Attitudes 


Some of you are going to say, “I 
buy good cleaning products, but I 
can’t get my employees to do a 
good job.” 

First, I’'d like to say — when you 
are living, working or eating in 
clean spotless surroundings, what is 
your reaction? If the floor is dirty 
and every one else drops his ciga- 
rette on the floor, are you tempted to 
say, “One more cigarette won’t make 
any difference”, and do likewise? 
If the floor is clean, don’t you think 
twice before putting a cigarette on 
the floor? The same is true of our 
employees working in a clean or 
dirty kitchen. 

What example are you setting for 
your employees? Are you expecting 





4-oz. bottle of 
KITCHEN BOUQUET 
with Set Of 12 NEW 
RECIPE CARDS 
for MAKING GRAVY 
and for De Luxe 
MEAT COOKERY 
yielding 
MORE SERVINGS PER POUND! 








All This New Recipe Help—Kitchen Tested! 

















Your Kitchen Will Gain Fame... 
You'll Save Money ...on Meat Cookery 
with Kitchen Bouquet 











® How to “Charcoal” Broil without 
charcoal! 

e How to Brown Meats, Poultry, 
Fish without high temperatures that 
cause shrinkage! z 

® Easy Way to Make Rich Brown 
Gravy ... Onion Soup . . . Gumbo 
. . . Savory Sauces! : 

© Practical new recipés for Tastier, 
Economical Meat Plates and 
Sea Food Specialties! 


All recipes Kitchen Tested for 48 
servings ... Printed in Easy- | 
Reading Form on sturdy 6 x 4-inch 
cards .. . Bound, tablet form, and 
perforated for easy tear-off. 


HERE’S ALL YOU DO: 

Just drop a post card to: 
Kitchen Bouquet, Grocery Store 

Products Co., Dept. HM-1, West 
Chester, Pa., requesting your free 
4-0z. bottle of Kitchen Bouquet.- 
with Set of Twelve Quantity 
Recipe Cards. Please print your 
name and address plainly. 


Brush steaks, chops, hamburg- 
ers, fish and poultry with 
Kitchen Bouquet before cook- 
ing for a crisp, savory broiled 
crust that helps seal in juices 
and flavor and gives de luxe 
“‘charcoal’’ broiled appearance. 
Brush roasts with Kitchen 
Bouquet for more eye appeal, 
more flavor, at moderate roast- 
ing temperatures cook meat 
moreevenly and avoid wasteful 
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shrinkage. Y ou’ ll get extra slices 
from every pound! Add Kitchen 
Bouquet to gravies, sauces, 
soups and combination dishes 
for richer, more appetizing 
brown color, more satisfying 
flavor. 

Use free 4-oz. bottle to make 
your own tests. You’ll never 
again be without Kitchen 
Bouquet—available in pints, 
quarts and gallons. 
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the counter people to keep that sec- 
tion clean when the rest of the 
kitchen is dirty? Do you expect the 
dishwasher to keep his section spot- 
less when other sections are not re- 
quired to do so? 

If you do a good job on a special 
assignment how do you feel if some- 
one else gets the credit? You don’t 
like it, do you? You have heard 
many say, “Why should I work so 
hard on that, I never get any credit 
for what I do”. Our employees feel 
the same way. I would like to sug- 
gest a few ways to start us thinking 
as to how we can make that em- 
ployee proud of a job well done: 

1. He must have specific areas or 
pieces of equipment for which 
he is responsible daily. 

. The supervisors must check 
and comment on a job well 
done. Compliment him on im- 
provement and discuss that 
area that is causing problems. 
Show your interest in helping 
him — work out his problems. 

. Give him credit in public for 
a job well done. When you 
have visitors, introduce him 
and say, “This is the one that 
does such an excellent job and 
keeps our counters so bright 
and shiny”. If the visitor has 
questions concerning the pro- 
cedure, give him an opportu- 
nity to tell how he does it 
(sometimes you'll learn a few 
things you never knew be- 
fore). 


Cleaning Routines 


Are you in an organization that 
says, “I can’t spend all day cleaning. 
I have meals to prepare”, then when 
the place gets so dirty you can’t 
stand it, you try some way to get 
an extra day for cleaning. — Or 
do you have periodic cleaning scat- 
tered through the month so that a 
small amount is done every day? 
Do you say this piece of equipment 
or that piece should be cleaned 
once a week, and then forget about 
it? Do you say I have specific in- 
structions as to how I want this 
piece cleaned, but they are in a file 
in the bottom drawer of the desk 
in the corner? 

What about a neatly typed in- 
struction sheet, in a plastic holder 
hanging on the wall near each piece 
of equipment? Here you can list 
daily cleaning procedures and pe- 
riodic cleaning procedures. List the 
day the periodic cleaning is to be 
done. If it is a piece of equipment 
that is not cleaned each week, then 
insert a chart on which you can post 
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the date of the last cleaning opera- 
tion. 


To Summarize 


Bright metal kitchen equipment 
can be kept bright and shiny by: 
A. Using the alternating method 
which is use of alkaline de- 
tergents for three or four 

days, then alternating with a 

day of using acid detergents; 

being sure that equipment is 


rinsed thoroughly after all 
cleaning. 
B. Maintaining and posting a 
periodic cleaning schedule. 
1) This should be divided so 
that a certain amount of 
cleaning is done each day. 
2) Include a chart to list 
dates of last cleaning of those 
jobs necessary once or twice 
a month. 
Presented at Klenzade Seminar, 
Food Service Sanitation-Periodic 
Cleaning Operations Panel, 1955. = 











“I’m fine Doc—just came back for a cup 
of that wonderful Continental Coffee!” 


Everyone Enjoys 


Wee laifee Hwee 


In every walk of life everyone enjoys rich, full-bodied, invigorat- 
ing CONTINENTAL COFFEE. Superb blending of the world’s 
choicest coffees and precise roasting with automatic controls as- 
sure unfailing uniformity. Write today for a FREE trial package. 


Cuilcanitd lols 


ROYAL CORONA 


AMERICA'S LEADING COFFEE for Restaurants, Hotels and Institutions 
CHICAGO*BROOKLYN-TOLEDO 
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Monthly Menus 


Tuesday 


Wednesday 


Thursday 





Breakfast 


Lunch 


Dinner 


I 


Fresh grapes 
Hot or ready to eat cereal 
Link sausage 
Toast 

& 
Chilled vegetable juice 
Stuffed roast turkey-giblet gravy 
Mashed potatoes 
Buttered peas and carrots 
Grapefruit avocado salad 
Mincemeat tart 

ge 
Julienne vegetable soup 
Assorted sandwiches 
Escalloped corn 
Jellied cranberry nut salad 
Ice box cookies 


2 


Blended fruit juice 
Hot or ready to eat cereal 
Scrambled eggs 
Toast 
+ 
Beef ragout 
Watercress potatoes 
Wax beans 
Frozen fruit salad 
Gingerbread cup cake 
* 


Cream of celery soup 
Turkey sandwich au gratin 
Baked potato 

Tomato endive salad 
Fresh fruit cup 


3 


Purple plums 
Hot or ready to eat cereal 
Crisp bacon 
Coffee cake 
e 
Liver with bacon 
Franconia potatoes 
Harvard beets 
Mixed garden salad 
Peach cobbler 
* 
Okra soup 
Spaghetti Italienne with tiny 
meat balls 
Citrus fruit salad 
Chocolate chip Spanish cream 





Breakfast 


Lunch 


Dinner 


Pink grapefruit half 

Hot or ready to eat cereal 
Bacon curls 

Sweet roll 


e 
Broiled lamb chop 
Snowflake potatoes 
Buttered broccoli 
Banana nut salad 
Butterscotch ice cream 
a 
Oxtail soup 
Curried veal with noodles 
Adirondack salad 
Raspberry macaroon float 


* Fresh applesauce 


Hot or ready to eat cereal 
Omelet 
Toast 
e 
Roast loin of pork 
Oven browned potatoes 
Creamed asparagus cuts 
Tossed salad greens 
Broiled candied grapefruit 
es 


Consomme 

Corned beef pattie with catsup 
Hot slaw 

Lettuce tomato salad 

Apricot upside down cake 


Tomato juice 
Hot or ready to eat cereal 
Oven French toast 
Honey 

e 
Swiss steak 
Cubed potatoes 
Cream style corn 
Fruit salad 
Indian pudding 

e 
Bean soup 
Chicken tetrazinni 
Carrot raisin salad 
Sugar cakes 





Breakfast 


Lunch 


Dinner 


Pineapple wedges , 
Hot or ready to eat cereal 
Scrambled eggs 
Toast 
e 
Minted roast leg of lamb 
Mashed potatoes 
Buttered beets 
Fruit salad 
Graham cracker pudding 
om 


Beef bouillon 
Shepherds pie 
Julienne vegetable salad 
Cherry cobbler 


Baked rhubarb 

Hot or ready to eat cereal 
Crisp bacon 

Raisin toast 


e 
Braised short ribs of beef 
Parsley potatoes 
Creole celery 
Lettuce hearts-herb dressing 
Strawberry ice cream 


Cream of asparagus soup 
Grilled frankfurters 

Hot potato salad 

Fruited cream puff 


Tangerine 
Hot or ready to eat cereal 
Shirred egg 
Toast 

e 
Roast leg of veal-gravy 
Oven browned potatoes 
Buttered cauliflower 
Green bean celery salad 
Cranberry pineapple upside down 

cake 

& 
Pepperpot soup 
Ham loaf-pimiento sauce 
Buttered noodles 
Celery curls 
Pompadour pudding 





Breakfast 


Lunch 


Dinner 


Bananas in cream 
Hot or ready to eat cereal 
3 minute egg 
Cinnamon toast 

& 
Breaded veal chop* 
Whipped potatoes 
Brussels sprouts 
Tossed salad greens 
Orange bavarian cream 

e 
Golden potato soup 
Toasted cheese, bacon, tomato 

sandwich 

Mixed fruit salad 
Pumpkin custard 


Grapefruit half 
Hot or ready to eat cereal 
Shirred egg 
Toast 
s 
Vienna roast 
Baked potatoes 
Buttered mixed vegetables 
Stuffed prune salad 
Apple Betty 
# 
Noodle soup 
Hot turkey sandwich 
Mixed vegetables 
Peach melha 


Kadota figs 
Hot or ready to eat cereal 
Sausage patties 
Raisin muffins 
e 
Mock drumsticks-cream gravy 
Mashed potatoes 
Spinach a la Swiss 
Asparagus egg salad 
Iced chocolate 
sheet cake 
e 
Tomato bouillon 
Beef stew with vegetables 
Cornbread sticks 
Stuffed celery 
Raspberry sherbet 





Breakfast 


Lunch 


Dinner 


Orange slices 
Hot or ready to eat cereal 
Oven French toast 
Syrup 
e 
Baked pork chop 
Mashed potatoes 
Pimiento cauliflower 
Salad greens 
Raisin apple tart 
a 
Vegetable soup 
Lamb pattie broiled on pineapple 
ring 
Creamed diced potatoes 
Cherry perfection salad 
Bread pudding-nutmeg sauce 


Grape nectar 

Hot or ready to eat cereal 
Poached egg 

Toast 


e 
Swedish meat balls-mushroom 
gravy 
Buttered crumb noodles 
Peas 
Tomato romaine salad 
Ambrosia 


e 
Alphabet soup 
Veal paprika 
Spanish rice 
Beet relish salad 
Refrigerator cheese cake 


Orange juice 
Hot or ready to eat cereal 
Canadian bacon 
Blueberry twist 
s 


Fillet of lamb 
Escalloped potatoes 
Buttered broccoli 
Fruit salad 
Floating island 

e 
Cream of pea soup 
Chicken pie 
Escalloped vegetables 
Marinated cucumbers 
Marble cake-fudge frosting 
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Friday 


Saturday 


... January 1957 


Sunday 


Monday 





Orange juice 
Hot or ready to eat cereal 
Poached egg on toast 


e 
Halibut steak-egg ‘sauce 
O’Brien potatoes 
Stewed tomatoes 
Cole slaw 
Lemon meringue pudding 
e 


Mushroom bisque 
Swiss cheese on rye 
Baked potato 
Spinach loaf 
Raspberry delicious 
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Grapefruit segments 
Hot or ready to eat cereal 
Blueberry muffins 


e 
Roast fresh ham 
Duchess potatoes 
Pimiento cauliflower 
Combination vegetable salad 
Snow top apple 

e 


French onion soup 

Chicken chow mein with Chinese 
noodles 

Steamed rice 

Shredded lettuce-oil and vinegar 
dressing 

Cherry filled cookies 


Bananas in cream 

Hot or ready to eat cereal 
Omelet 

Toast 


* 
Roast Long Island duckling 
Candied yams 
Brussels sprouts 
Cranberry orange nut salad 
Angel cake a la mode 

* 
Potato chowder 
Barbecued beef sandwich 
Molded fruit salad 
Vanilla cream 
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Tangerine 
Hot or ready to eat cereal 
Graham muffin 
Jelly 
& 
Prime rib of beef 
Browned potatoes 
Minted carrots 
Red cabbage slaw 
Pears 


e 
Chilled fruit juice 
Lamb pot pie with vegetables 
Endive salad bowl 
Caramel eclair 





Tangerine 
Hot or ready to eat cereal 
Baked egg 
Toast 

e 
Escalloped oysters 
Parslied buttered potatoes 
Baby green limas 
Stuffed celery salad 
Frosted fruit cocktail 

e 
Clam chowder 
Salmon croquette with creamed 

peas 

Escalloped potatoes 
Vegetable relish salad 
Raisin rice pudding 


Bananas with crushed pineapple 
Hot or ready to eat cereal 
French toast 

Preserves 


e 
Boiling beef-horseradish sauce 
Spanish potatoes 
Diced carrots 
Chinese cabbage salad 
Baked prune whip 
2 


Mongole soup 

Veal turnover with vegetables 
Tossed salad greens 

Fruit gelatine-marshmallow sauce 


Grapefruit juice 
Hot or ready to eat cereal 
Danish coffee twist 


Baked ham-cider sauce 

Whipped potatoes 

Frozen peas 

Olives-vegetable jackstraws 

Pineapple ice cream sundae 
e 

Cream of corn soup 

Chicken salad on toasted ro 

Potato chips 

Tomato slices 

Strawberry meringue 


Stewed apricots 
Hot or ready to eat cereal 
Omelet 
Toast 
* 
Salisbury steak 
Roast potato balls 
Eggplant-creole 
Mexican salad 
Applesauce date cake 
* 


Tomato soup 

Braised tongue-mustard sauce 
Potato cakes 

Golden glow salad 
Blackberries 

Cookies 





Prunicot 

Hot or ready to eat cereal 
3 minute egg 

Toast 


Baked trout 
Buttered crumb potatoes 
Swiss chard with lemon 
Cabbage pepper slaw 
Spice cake 

e 
Oyster stew 
Hot stuffed devilled egg 
Cheese slice 
Shoestring potatoes 
Tomato wedges 
Lemon sponge pudding 


Fruit nectar 

Hot or ready to eat cereal 
Buckwheat cakes 

Syrup 


Cubed steak 
Cottage potatoes 
Julienne wax beans 
Caesar salad 
Baked honey custard 
» 
Tomato corn soup 
Stuffed cabbage roll 
Cubed beets 
Waldorf salad 
Chocolate cake-white mountain 
frosting 


Orange segments 
Hot or ready to eat cereal 
Bacon curls 
Cinnamon raisin roll 
e 
Broiled chicken 
Golden potatoes 
Whole kernel corn 
Gingerale salad ring 


Molasses plum pudding-foamy 


sauce 
e 
Vegetable soup 
Savory meat loaf 
Sauteed mushrooms 
Macaroni salad 
Cherry ice cream 


Baked apple 
Hot or ready to eat cereal 
Poached egg 
Toast 
e 
Pot roast of beef 
Parslied potatoes 
Shoestring onions 
Red and green salad 
Four fruit pudding 
e 


Scotch broth 

Frizzled beef on toast points 
Vegetable casserole 

Krispy relishes 

Mincemeat tarts 





Chilled tomato juice 

Hot or ready to eat cereal 
Scrambled egg 

Toast 


. 
Pan broiled perch-tartar sauce 
Pittsburgh potatoes 
Wax beans 
Wilted endive salad 
Prune and orange compote 
+ 


Cream of vegetable soup 
Toasted tuna salad sandwich 
French fried potatoes 

Fruit salad bowl 

Jelly 


Stewed peaches 

Hot or ready to eat cereal 
Baked egg 

Toast 


e 
Smothered round steak 
Maitre d’Hotel potatoes 
Escalloped tomatoes 
Citrus fruit pinwheel salad 
Butterscotch squares 

« 


Potato celery soup 
Canadian bacon 

Corn fritters-syrup 
Tossed green salad 
Loganberry cobbler 


Pink grapefruit half 

Hot or ready to eat cereal 
Link sausage 

Pecan roll 


* 
Oven baked chicken 
Sweet potatoes glace 
Broccoli-Hollandaise sauce 
Radish buds, celery curls 
Peppermint stick ice cream 
e 
Consomme 
Barbecued pork on bun 
Pea, pickle, cheese salad 
Purple plums 


Rhubarb sauce 

Hot or ready to eat cereal 
3 minute egg 

Toast 


* 
Stuffed roast shoulder of veal 
Creamy rice 
Cubed carrots 
Lettuce wedge-Russian dressing 
Pineapple tidbits 

e 


Vegetable beef soup 

Escalloped potatoes and ham 

Sliced tomato cottage cheese 
salad 

Whole peeled apricots 





Canned Sweet Corn 


Eggs 
Beef 
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Pork 


Turkeys — Heavy 
Broilers and Fryers 


Potatoes 
Onions 


Canned Purple Plums 


Dried Prunes 


Dates 


Ocean Perch Fillets 

Milk and Other Dairy Products 
Winter Pears 

Red Kidney Beans 

Navy Beans 











X-ray-Laboratory 





. oe Se : 
The fourteen bed Rockdale County Hospital in Conyers, Georgia. 


A Corner Becomes a Laboratory 


by Marlene Burgess 


® IN ROCKPALE COUNTY, Georgia, the 
residents have been using the serv- 
ices of a small hospital of fourteen 
beds for two years. Here, all the 
services of a larger hospital are of- 
fered including an up-to-date clini- 
cal laboratory and x-ray depart- 
ment. 

Recently, the local hospital au- 
thority (governing board) _ re- 
quested assistance in designing a 
larger laboratory in order to meet 
the increasing demands for labora- 
tory procedures. There was no 


Miss Burgess is a laboratory consultant 
with the Division of Hospital Services, 
Georgia Department of Health in Atlanta, 
Georgia. 


The original laboratory has been 
converted into an x-ray darkroom. 
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available space on the main floor 
of the hospital. Consequently, it was 
decided that a corner in the base- 
ment would be used for the new 
laboratory. Suggestions on the con- 
struction were made, and a local 
contractor was engaged to do the 
work. 

Today this laboratory is perform- 
ing the tests for the hospital pa- 
tients, as well as for a large number 
of out-patients. The original labora- 
tory has been converted into a dark 
room for the x-ray department. This 
made possible necessary enlarge- 
ment for the dark room at the time 
of the expansion of the laboratory. 

First of all, the corner selected for 


One of the local physicians demon- 
strates a new laboratory test. 


the laboratory was blocked in by 
cement building blocks up to the 
ceiling to create a room of ten by 
twenty feet. At one end of the 
blocked-in space there were some 
existing water pipes which were 
most unsightly. These were covered 
up by placing there a closet with 
sliding doors which has shelves for 
reagents and other laboratory glass- 
ware and equipment not in use. This 
makes a handy storage cabinet in 
the laboratory on one wall, On two 
other walls, work tables were built 
with shelves underneath. Knee hole 
space was left in one section so that 
seated microscopic work would be 
Please turn to page 104 
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Out-patients await their turn in the 
laboratory. 
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X-RAY INSTALLATION PLANNING 


a General Electric service 
in step with your progress 




















Insuring x-ray department efficiency 


| geese a new hospital? Enlarging or mod- 
ernizing existing facilities? The logical starting 
point for any construction project involving x-ray 
facilities is to plan with your General Electric x-ray 
os ceanct Preliminary ‘‘shirt sleeve’’ sessions with 
administrator, architect, radiologist and others in- 
volved, first determine your specific needs. The plan- 
ning can then be expertly handled by our Installation 
Planning Service. 

With your requirements in mind, this full-time staff 
of specialists considers every possible operating advan- 


tage and convenience: How to arrange equipment and 
make space work more profitably . . . power, wiring 
and protective requirements . . . plumbing and other 
arrangements are carefully analyzed. The layout of- 
fered the architect is based on your receiving the ulti- 
mate in service from your x-ray equipment. 

Hospital architects have relied on this General 
Electric service for years because this vast experience 
provides hundreds of practical application advantages. 
Ask your General Electric x-ray representative for com- 
plete details while you're still in the planning stage. 








In the meantime, you'll want a copy of this fact-packed booklet 
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With x-ray diagnostic and therapy loads in- 
creasing, it will pay you to investigate the 
many new developments in the General Elec- 
tric line. This 20-page guide to the com- 
pletely modern x-ray department contains 
diagrams showing traffic flow through ad- 
ministrative, diagnostic and therapy areas as 


well as film processing and special depart- 
ments. You'll also find informative sugges- 
tions on related facilities — even locations 
of windows. For your copy, see your Gen- 
eral Electric x-ray representative. Or write 
X-Ray Department, General Electric Com- 
pany, Milwaukee 1, Wis., for Pub. K-17, 


Progress ls Our Most Important Prodvet 


GENERAL @@ ELECTRIC 


For more information, use postcard on page 107. 
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by C. O. Auslander 


™ WEBSTER TELLS Us that the word 
“purchase” is derived from the 
French and the Latin, and means 
to pursue, to seek eagerly, to chase. 
And while the definition “to pursue 
and obtain; to acquire by seeking” 
is described as archaic, it is far from 
being so where it pertains to the 
functions of a purchasing agent. 
How other than by having the prop- 
er sources of information can an 
efficient purchasing department 
meet the requests and needs of a 
hospital? What better means are 
there than to have available at 
one’s finger-tips such information 
and sources of supply as are con- 
tained in a simple but thorough 
catalog file and indexing system? 

In a large hospital, where the 
purchasing duties are entrusted to a 
purchasing agent, it is important 
that his department have available 
all sources of information on any 
possible hospital need. The loss of 


Mr. Auslander, who is now Director, Joint 
Purchasing Corporation, New York, New 
York, has given his permission for us to 
reprint this article which was originally 
published in the November, 1940 issue of 
HOSPITAL MANAGEMENT. It is as appli- 
cable today as it was when originally pub- 
lished. Your editor has used this system of 
filing and building a purchasing library for 
many years. | made only one change—I have 
used an alphabetical prefix to the numeri- 
cal listing. For example, capital equipment 
for each department would be filed in the 
E section; Anesthesia Machines — E-I, then 
any special breakdown under Anesthesia 
Machines would be filed E-I.1, with a dif- 
ferent color tab on the folder. By this slight 
change, | can group practically all mate- 
rial on specific products in one location in 
the file. 
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There can be efficiency in the purchasing 
department. Here’s how it’s done... . 


File — Don’t Pile 


motion and time, where there is no 
purchasing library, spells wasted 
dollars. Time wasted seeking hap- 
hazardly where to buy some item 
can be better spent in planning 
ways and means by which the pur- 
chasing department can more ad- 
vantageously spend the hospital 
dollar! 

The old adage of “a dollar saved 
is a dollar earned” is not only true, 
but in addition, saved dollars are 
one of the means of helping to 
spread greater relief among the sick. 

Important as it is to maintain a 
well planned and well kept library 
in the purchasing department of a 
large hospital, it is even more im- 
portant to do so in a smaller hos- 
pital. For in a smaller hospital, 
purchasing is done by the super- 
intendent, and he certainly should 
not waste valuable administrative 
time and thought on where to buy 
and how to save a dollar. There 
can be no efficiency in the purchas- 
ing department of a hospital, large 
or small, without a proper library 
on sources of supply. 


Keeping Tabs on Vital Sources 


What a chaotic world this would 
be without a system! Imagine going 
into a public library where the 
books are piled without regard for 
titles, subjects or authors; what a 
sweet time we'd have trying to 
snatch a bit of reading! Fortunately, 
librarians are schooled and with 
their clever, yet simple card sys- 
tems can find the book of our choice 
in a matter of moments. 


Similarly, the hospital purchasing 
agent should file instead of pile 
(that is, if he believes in reasonable 
longevity). For in his job he may 
purchase anything from ampoules to 
zinc and from bedding to brooms, 
with a few oddments such as mice 
and monkeys to vary the tedium of 
his day. He can easily bury himself 
in a mountain of catalogs or he can 
cause a landslide of brochures and 
booklets if he’s a “piler’. Keeping 
tabs on his sources of supplies is 
his job. Drugs, dynamos, diapers, 
dishes, etc., are just as important 
to him as “Who’s Who in America” 
is to the society editor of a news- 
paper. He cannot and should not 
try to rely on memory. The cata- 
log of vendors and manufacturers, 
the literature of distributors and 
jobbers are his sources of informa- 
tion and the building of an informa- 
tion library is one of the prime 
requisites of conducting the pur- 
chasing department efficiently. 

The purchasing agent cannot af- 
ford to overlook any bets, so to 
speak. Sometimes a manufacturer 
will send out a cumbersome broad- 
side without regard for the filing 
facilities of the recipient. This may 
necessitate cutting out the meat and 
discarding a lot of fluff. True, ours 
is a mountainous mail, but we are 
on the buying line and must expect 
the bombardment. But to get down 
to this business of building an in- 
formation library and maintaining 
it-- 

A system that we have instituted 
and which has been found satis- 
factory will be outlined in the fol- 
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lowing paragraphs, and while the 
details may vary in other institu- 
tions, basically there need be little 
difference. 

Any catalog having a sturdy cover 
sufficient to allow vertical filing and 
large enough to show its title on 
the binding is filed on a shelf. 
Pamphlets, bulletins and brochures 
are placed in manila folders and 
filed in cabinets. The folders are 
numbered from 1 up and filed in 
numerical order. 

All catalogs are indexed and 
cross-indexed, so that they can be 
quickly and easily found. The ven- 
dor’s name appearing on the cata- 
log is entered on a visible index 
card in alphabetical order. If the 
catalog is in a manila folder, the file 
number is shown alongside the 
name; otherwise the word “shelf” 
denotes where it is filed (Fig. 1). 
Thus if the catalog of Jones & Co. 





COMPANY 


is required, the name is found un- 
der the letter “J” and shown along- 
side, exactly where it is filed. 


Materials Indexed Alphabetically 


Materials are also indexed al- 
phabetically on cards, on each of 
which the names of the vendors are 
shown. Thus, if a catalog, or cata- 
logs, covering the subject of micro- 
scopes is desired, the visible index 
card is readily found under “M” 
and the names of the vendors are 
shown on the card with the file 
number after the name (Fig. 2), the 
address of the vendor, the catalog 
date and catalog number. Through 
the use of the cross-index a cata- 
log may be quickly located if either 
the material or the vendor is known. 

The efficiency of a purchasing de- 
partment is often judged by the 
ability to secure information on 
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MICHAEL REESE Hosvirar 
TWENTY MINTH GTRELT AND GLLI8 AVENUE 
cnicaco 


Gentlemen: 


Will you kindly forward for our catalog 
file copies of your 


(catalog ) 
covering: 


N 
(bulletin) 


Please address this publication to th 
attention of our Purchasing Department. 


Very truly yours, 


MICHAEL REESE HOSPITAL 


C.0. Auslander 
Purchasing Agent 
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MICHAEL REESE HosPitar 
TWENTY NINTH STREET AND ELLIS AVENUE 
cnicace 


Gentlemen: 


Our catalor files contain a copy of 
your trade publication No. = hated 


covering 





If this catalog has been superseded, 
will you kindly send copies of the latest 
publication to the attention of our Purchasinz 


Department. 


+ Auslande 
Purchasing Agent 
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FIGURE 2 
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May we send* 
you a SAMPLE? 











NEW! Absorbent-Knit 


HOSPITAL SLIPPERS 


PROTECT patient's feet 
against DRAFTS, 


FLOOR DISEASES 


1 style fits both: MEN and WOMEN 
Proved by 3 years of use with America’s 
leading airlines during transcontinental 
and transoceanic flights. Now available 
for the first time to hospitals and institu- 
tions. Made of soft, long staple cotton 
knitted to a supple, stretchable fabric. 
Guaranteed to fit every foot. No rights, 
no lefts. Slips on in 3 seconds .. . fits 
“snug” for greatest comfort. 


SUPER ABSORBENT 
Perfect for OB or other ambulatory 
patientt—New Allen-A knitting process 
gives twice the strength, increases ab- 
sorbency. Fibers hold foot perspiration 
and discharges. Prevent spread of harm- 
ful bacteria. 


LOW COST, LONG WEARING 
Most patients forget their slippers and 
will gladly pay for this service. 

More durable, outlasts paper slippers. 
Low in cost. Attractive blue and white 
striped pattern. 


*k WRITE TODAY 


Please send a FREE sample and ren 
of New knit Allen-A hospital slippers. 
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ALLEN-A CO. Dept. H, Piqua, Ohio 
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every conceivable subject at short 
notice. Catalog files, which often 
have taken years to accumulate, 
must cover a wide selection of 
items. However, quite often, cata- 
logs not in the catalog files are re- 
quired, and inasmuch as requests 
for these publications are practically 
the same, a form letter is used 
(Fig. 3). When these publications 
are received, they are immediately 
given a number and entered on 
the index and cross-index. 

To keep the files current, it is a 
good practice to go through the 
catalog file twice a year, and if it 
is felt that later publications have 
been issued than the ones in the 
file, a form letter is sent to the 
vendor (Fig. 4) requesting informa- 
tion as to whether the catalog in the 
file is their iatest, and if it has 
been susperseded, requesting a copy 
of the latest publication. 

Often, requests are received to 
loan a catalog to another depart- 
ment, and as is so often true with 
book-borrowers, they forget to re- 
turn them. To prevent this, a red 
signal is clipped to the visible index 
beside the name of the vendor, and 
a card is filled out (Fig. 5). Once a 
week the loaner cards are checked 
and the negligent department is 
phoned. As a further reminder, 
every catalog has a sticker affixed 
to it which helps to avoid the non- 
return. The wording on this sticker 
is as follows: “Return to Purchas- 
ing Department. This catalog is the 
property of the Purchasing Depart- 
ment and is referred to daily. It is 
important that you return it the 
same day it is loaned to you and 
under no circumstances shall it be 
held indefinitely.” 

Recently we have augmented our 
information library with articles 
from various trade journals. These 
may relate to tests of products, or 
may give findings of scientific 
groups on certain developments. 
These articles are filed by subject 
groups, such as “Rubber Goods,” 
“Linens,” “Furnishings,” “Power 
Plant Supplies,” etc. When a subject 
is brought up by department heads 
this file is referred to and if neces- 
sary more data on the subject can 
be received from the author or pub- 
lisher. 

In the busy hospital. world, the 
purchasing department can do a 
real job of relieving tension by 
knowing: “Who makes it?”, “Who 
sells it?”, “How quickly can we get 
it?” — and by keeping your in- 
formation library up-to-date, you'll 
have the answers. ® 
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BURGESS 
Continued from page 100 


possible. Peg boards were put above 
the work space for the glassware in 
present use. A large sink was in- 
cluded in the middle of this work 
space with cold and hot running 
water, and an additional faucet for 
suction purposes. Electrical outlets 
were placed along the wall. The 
fourth wall was left for the refriger- 
ator, a desk for the technician, and 
a file cabinet for the laboratory rec- 
ords. 


Since a large part of the labora- 
tory income is derived from out-pa- 
tient work, special attention was 
given to the needs of this laboratory 
in relation to the out-patients. Out- 
side the laboratory, chairs are pro- 
vided so that the out-patients may 
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sit and comfortably wait their turn 
into the laboratory. Across the hall 
from the laboratory, there is a rest 
room for use by the out-patients. 


Hospitals which have crowded, 
inadequate laboratories should take 
note of the example which this 
small hospital has given in the pos- 
sibilities of rearrangement and en- 
larging. There may be an empty 
corner in other hospitals which 
could become like this, a larger 
well-equipped laboratory. Such a 
laboratory can better serve its pa- 
tients, as well as to assist local phy- 
sicians in caring for those persons 
who need laboratory service, but 
are not hospitalized. * 
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Shopping Around 


with Orpha Mohr 


Supplier All-Important in Buying Anesthetic Gases 


® MEDICAL GASES play a most im- 
portant part in many phases of hos- 
pital routine and are divided into 
two classes according to their re- 
spective uses, i.e., anesthetic and 
therapy gases. 

The gases included in the anes- 
thetic group are Nitrous Oxide, 
Ethylene and Cyclopropane; in the 
therapy group, Oxygen, percentage 
mixtures of Oxygen and Carbon 
Dioxide, and percentage mixtures 
of Oxygen and Helium. Pure Heli- 
um and pure Carbon Dioxide gases 
are also employed as adjuncts in the 
administration of anesthetics. 

Medical gases are packaged in 
steel cylinders and unlike some 
other agents used as anesthetics, do 
not deteriorate with age, ordinary 
heat and light. The consumer need 
not be under constant concern as to 
the age and condition of the gas an- 
esthetic. The best technique, how- 
ever, can often be ruined when the 
original purity of an anesthetic is 
not there. No product survives, in 
the opinion and the experience of 
the medical profession, or can sur- 
vive, unless its merits are real and 
numerous. 

Because gases are of such a na- 
ture that they cannot be easily 
testea by the user when they are 
ready for use, much confidence 
must be placed in the manufacturer 
supplying same. With the thousands 
of items a hospital purchases, per- 
haps none fall in the category of 
being purchased sight unseen, so to 
speak. Any article of supply or 
equipment can be purchased on a 
basis of having a sample furnished 
or a test made. In the case of med- 
ical gases, the test is in the actual 
use of the product and that could be 
a life and death matter. The good 
name and reputation of the pro- 
ducer is your best guide to a proper 
source of supply. 

In accordance with the recom- 
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mendations of the National and In- 
ternational Anesthetic Research 
Societies, cylinders containing gases 
should be labeled and painted to in- 
dicate contents by standard color 
differentiation. As a further precau- 
tion against the possibility of at- 
taching a cylinder to the wrong 
yoke of the anesthetic gas machine, 
all small cylinder valves (Style B, 
D, E) should be pin indexed in ac- 
cordance with the Compressed Gas 
Association safety specifications de- 
scribed in their pamphlet V-3. (An- 
esthetic gas machines should have 
yokes prepared to accommodate 
cylinder valve pin indexing.) 

If it were possible to determine 
the amount of gas in a cylinder by 
pressure alone, it would simplify 
greatly the cylinder filling opera- 
tions of a medical gas manufacturer. 
The gas user then could determine 
the cylinder contents at any time by 
reading the high pressure gauge on 
the regulator. Unfortunately, such 
is not the case, and other means 
must be provided. Since the weight 
of gas in a cylinder is an accurate 
indication of the contents, medical 
gas cylinders should be carefully 
weighed empty after cleaning and 
before filling, and the filling weight 
noted on the cylinder label, where 
it may be referred to at any time 
for convenience in determining cyl- 
inder contents. These weights are of 
such great importance that they 
should be placed on a label securely 
attached to the cylinder, and not on 
a tag attached to the cylinder which 
might become removed in handling. 
A quality manufacturer is your best 
assurance of receiving full weight 
cylinders since weighing without 
special scales is impractical and at 
best only a rough guide. 

Cylinder valve outlets should be 
covered by a protective seal to keep 
dust and other foreign material 
from the valve outlet before use, as 


a safeguard for gas machine orifices 
and flowmeters. The seal serves as 
a positive indicator that the cylinder 
has not been used as long as it re- 
mains unbroken. Each cylinder of 
gas should be supplied with a new 
washer which should replace one 
used on a previous cylinder yoke, to 
insure a leak-proof connection be- 
tween the outlet of the cylinder 
valve and the yoke connection on 
the anesthetic machine. Such a mi- 
nor item as a proper fitting cylinder 
washer can mean the difference be- 
tween using and losing the entire 
contents of a cylinder of gas. All 
cylinders should be wrapped with a 
protective covering to insure clean- 
liness and appearance. All valves in 
cylinders should be easy working 
and free from leaks. 

All medical gases produced today 
should conform to specific purities 
as contained in the various sections 
of the “United States Pharmaco- 
poeia”. 

Any reputable manufacturer 
should be in a position to furnish a 
hospital with a bona fide report as 
to the purity of his product if re- 
quested. 

A gas manufacturer can give you 
consultation and assistance in main- 
tenance of gas apparatus. They 
should know the proper procedures 
for the safe and efficient handling of 
their products and by using them 
they can accomplish on the spot re- 
pairs that will save expensive fac- 
tory overhauls and further assist 
you in preventative maintenance 
which can be of great value to you. 

There are thousands of products 
in a hospital supplied by dozens of 
manufacturers. You cannot know all 
of the features required in each 
product. In some things you can 
compare. On products where com- 
parison is hard or impossible, 
“Know your supplier”. 

Please turn to page 106 











U. S$. Department of Commerce Color 
Code 


A Color Code to aid in identification of 
medical gas cylinders has been adopted by 
the Medical Gas Industry, The American 
Society of Anesthetists, and the American 
Hospital Association. This code has been 
published by the U. S. Department of Com- 
merce as Simplified Practice Recommenda- 
tion R176-41 of the Bureau of Standards. 
Copies may be obtained from the Super- 
intendent of Documents, Washington, D. C. 
The Code recommends that anesthetic gas 
cylinders approximately 4!/2" in diameter 
by 26" long, and smaller, for use on anes- 
thesia machines be marked with the fol- 
lowing colors or color combinations: 

















new Prone-Lift new interchangeable 
accessory Head Rest accessory 
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Kind of gas Color 








Oxygen Green. 
Carbon dioxide Gray. 
Nitrous oxide Light blue. 
Cyclopropane’* Orange. 
Helium Brown. 
Ethylene Red. 
Carbon dioxide and 
oxygen 
Helium and oxygen 


Gray and green. 
Brown and green. 





These color markings shall be applied to 
the shoulders of the containers (except 
chromium-plated cylinders for cyclopro- 
pane, (') so as to be clearly visible to the 
anesthetist. Where the marking is to con- 
sist of two colors, the pattern shall be such 





That's because PORTO-LIFT's 
simple, finger-tip hydraulic con- 
trols eliminate the old fashioned, 


physical strain of invalid moving. 


It's so much easier on attendants 
. . so safe, smooth and gentle 

for the patient. 

For a time and labor-saver that 

will pay for itself in daily use, 

make it a point to look into 

PORTO.-LIFT 


PATIENT LIFTING © THERAPY e REHABILITATION 





For more information, use postcard on page 107. 


as will permit a sufficient amount of both 
colors to be seen together. 

The label affixed to each cylinder, carry- 
ing the name of the gas and other infor- 
mation required by regulations, and tags, if 
used, shall also bear the same color or 
colors as the shoulder. 

While the above code for color identi- 
fication of medical gas cylinders has been 
adopted as an industry standard, attention 
is called to the fact that this color code 
should be used only as a guide—the real 
identification for gas cylinder content is the 
label. 


RECOMMENDED) SAFE PRACTICES 
FOR HANDLING MEDICAL GASES? 


General Rules 


Never permit oil, grease, or other readily 
combustible substance to come in contact 
with cylinders, valves, regulators, gages, 
hoses and fittings. Oil and certain gases 
such as oxygen or nitrous oxide may com- 
bino with explosive violence. 

Never lubricate valves, regulators, gages, 
or fittings with oil or any other combustible 
substance. 

Do not handle cylinders or apparatus 
with oily hands or gloves. 

Connections to piping, regulators, and 
other appliances should always be kept 
tight to prevent leakage. Where hose is 
used it should be kept in good condition. 

Never use an open flame to detect gas 
leaks. Use soapy water. 


Prevent sparks or flame from any source. 


from coming in contact with cylinders and 
equipment. 

Never interchange regulators or other ap- 
pliances used with one gas with similar 
equipment intended for use with other 
gases. 

Fully open the cylinder valve when cyl- 
inder is in use. 

Never attempt to mix gases in cylinders. 
(Mixtures should be obtained already pre- 
pared, from recognized suppliers.) 

Before placing cylinders in service any 
paper wrappings should be removed so that 
the cylinder label is clearly visible. 

Do not deface or remove any markings 
which are used for identification of con- 
tents of cylinder. This applies to labels, de- 
cals, tags, stencilled marks and upper half 
of shipping tag. Cylinders should not be re- 
filled using label of previous filling. 

No part of any cylinder containing a 
compressed gas should ever be subjected 
to a temperature above 125°F. A direct 
flame should never be permitted to come 
in contact with any part of a compressed 
gas cylinder. 

Never tamper with the safety relief de- 
vices in valves or cylinders. 

Never attempt to repair or to alter cyl- 
inders. 

Never use cylinders for any purpose 
other than to contain gas. 

Cylinder valves should be closed at all 
_ except when gas is actually being 
used. 


*Since paint does not adhere well to pol- 
ished metal surfaces, chromium-plated cyl- 
inders for cyclopropane shall bear orange 
labels. If tags are also used, they shall be 
orange. 

"General precautions for handling com- 
pressed gases are published in Pamphlet 
P-| entitled "Safe Handling of Compressed 
Gases" obtainable for twenty-five cents 
from Compressed Gas Association, Inc., 
11 West 42 Street, New York, N. Y. 


Please turn to page 115 
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Crit Tube Reader 


™ A SIMPLE, yet highly accurate and dependable device holds hemotocrit 
tube with blood sample over a revolving chart that quickly gives the percent 
of blood cell volume. Built-in magnifier aids in easy reading of chart for 
greater accuracy. The reader is mounted on sturdy plywood base. The size of 
it is 9” wide x 11-34” long and x 36” thick. 


Plastic Beakers 


® THE PLASTIC breakers are both virtually unbreakable and chemically inert. 
Where heat is not required, they are proving extremely useful in operations 
for which other equipment is unsuitable because of high breakage or chemical 
reaction. The beakers, characterized by sturdy construction, are molded in 
graduated sizes ranging up to 1,000 ml., all with a full pouring spout and 
tapering sides which enable them to be nested, 


Cardiac Mannikin 


™ THE UNIT CONSISTS of a two-dimensional plastic cutout of the heart and 
great vessels including vascular supply to the lungs. The regions of the aortic 
arch and the root of the aorta and pulmonary artery are removable units. 
The selection of a number of interchangeable pieces permits the nature of the 
cardiac lesion to be changed by a simple replacment maneuver. 


Spectrometer 


® THE FEATURES Of the instrument provide the highest count-to-background 
and total count-to-total induced of any other comparable equipment. The 
single channel feature of the instrument permits counting just the particular 
energy peak you are interested in. The scintillation probe has 1” of lead on all 
sides of the crystal and 2” nonactivated Sodium Iodide Crystal. 


Oxygen Leak Detector 


® THIS LEAK detector is absolutely safe to use on any equipment containing 
or associated with oxygen at pressures up to 2000 psi. It was developed to 
assist the U.S.A.F. by providing an immediate and certain oxygen leak de- 
tector while at the same time preventing the hazards of explosion and fire 
around oxygen cylinders, instruments and lines that are prevalent when 
testing is done by the old-fashioned soap and water method. It is not a soap. 
Besides being non-explosive and non-inflammable it is non-toxic, containing 
no substances which will act as primary skin irritants, or skin sensitizers, 
nor will produce dermatoses. 


Floor Cleaning Machine 


® THE MACHINE scrubs, flood rinses and picks up the dirty water at the rate of 
2,000 to over 15,000 square feet per hour, depending on speed the operator 
sets the machine. The controls are all in easy reach on the front panel. Scrub 
housing is streamlined and low so it can operate under desks, tables or in 
congested areas. The tanks are lined with a new compound making them im- 
peryfous to detergents, acids, alcohol and other destructive ingredients found 
in some soaps. 


l¢e-Flaking JAachine 


® THIs 560 lb. unit was primarily designed to service the more than 4,250 reg- 
istered general hospitals of 50 beds or less. Hospitals of larger size may in- 
stall several machines in strategic locations and thus eliminate the extra han- 
dling and storage problems. The need for an ample ice supply in hospitals was 
illustrated in a recent report which estimated that a minimum of five pounds 
of ice per patient is used daily by every hospital in the United States. This five 
pound estimate includes ice used in the nursing department for ice packs, 
oxygen tents, ice anesthesia and ice therapy. 











Plastic Bassinet Basket 


® THIS PLASTIC basket will fit most bassinets, is of much sturdier construction and will outlast 
previous baskets many times. The wall thickness is constant throughout with no stress points or 
thinning at corners, thereby preventing discoloration. It is also made of clear plastic, It has in- 
creased ventilation, without sacrificing strength. 


Traction Legging 


® IT IS RECOMMENDED for use in any low pelvic or lower extremity conditions requiring skin trac- 
tion. It is a one-piece unit eliminating the need for a variety of materials. Simplicity of applica- 
tions. Relative freedom from serious complications. A new simple one piece traction legging of foam 
rubber and elastic material with attached straps and buckles which can be applied by patients 
or other untrained persons. 


Pre-Cleaned Microscope Slides 


® PRE-CLEANED microscope slides packaged in a revolutionary new service box for technician 
convenience has been introduced. The new slide box is the first to be developed which serves 
not only as a marketing package, but also as a service package for the laboratory worker. When 
folded back according to instructions on the bottom side, it provides finger-tip access to individ- 
ual slides; a slanted storage tray for unused slides; and a separate area to store slides contain- 
ing specimens. 


Protective Skin Cream 


® THIS CREAM maintains a silicone protective barrier that prevents skin contact with external ir- 
ritants normally encountered in hospital routine. Through an extensive development period prior to 
general release, it proved extremely effective against irritants known to cause dermatitis skin rash, 
skin drying and cracking. Equally effective for wet or dry wash and retains its protective powers 
when skin is immersed in liquids for long periods of time. 


Hot Chocolate Conversion Unit 


® THIS UNIT serves approximately 150 cups of delicious hot chocolate in addition to hot coffee. 


Ingredients are blended in the cup for true, pure, untainted flavor. The individual flavor control 
allows everyone to select the exact amount of cream and sugar desired from none to rich. Installs 
quickly and takes only seconds to service—dry powder leaves no sticky mess, There are no parts to 
remove, no difficult procedures to follow. 


Instantaneous Coffee 


® IT PROVIDES the operator with deliciously brewed regular coffee and tea, as well as hot water 
instantly — as required, for chocolate, instant coffee and other purposes. It has a remarkable 
heating unit which takes water from the cold water line and produces hot water instantly in the 
temperature desired, thermostatically controlled giving a rate of flow of water that will brew a 12- 
cup decanter of superb coffee. 


Insect Repellent 


® AN ENTIRELY new insect repellent formula that can be as conveniently applied as using a 
cleansing tissue. They are made of purified paper impregnated with five basic repellents—each 
an effective safeguard against bites from mosquitos and gnats. The tissue has overcome the prob- 
lem of using liquid repellents which are oily, greasy, breakable, and often get into your eyes. It 
has been proved up to 100 percent effective during actual proving-ground tests conducted in the 
Florida Everglades. 
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Door Controls 


® THIS DEVICE CONTROLS DooRS as they open and close. Uniform opening con- 
trol makes constant the amount of effort required to open the door until the 
back-checking action of either the positive stop or hold-open back-check is 
reached. There is an adjustable two-speed closing action. The closing speed is 
greatly reduced approximately 5° from the closed position to insure rapid, but 
safe, closing and latching of the door without slamming. Closing speeds are 
easily varied, if desired after installation. 


Mobile Freeze Drying 


® ALL OF THE elements necessary for freeze drying procedures are compactly 
mounted on an easy-to-clean, polished, stainless steel cart. Equipped with 
free rolling casters, this mobile cart has two shelves. The lower shelf contains 
a 1/3 H.P. 115 Volt A.C. pump and a large capacity stainless steel trap. 


Time-Controlled Sterilizer 


@ DESIGNED FOR rapid inexpensive sterilizing temperatures up to 250° F. in 
a few minutes, this unit is fully automatic and provides positive safety. The 
exclusive feature and unique design of the inner door makes it impossible 
to open while steam pressure remains in the sterilizing chamber. 


Air Deodorizer 


® A SPACE deodorizer to be used to control odors in hospitals is now on the 
market. This new space deodorant is a clear, non-flammable solution which, 
when vaporized destroys odors but leaves no odor of its own. It is created 
from rare, non-toxic elements in plant life, and obtains its amazing results 
like masses of green foliage do in nature. 


Acid Truck 


® RATCHET ON the tilter has fingertip control for positive operation, a safer 
way to transport and pour acids and other liquids. The air vent pouring spout 
assures a splash-free flow: with a capacity of 3 to 5 gallons per minute. The 
truck offers placement in the carboy tilter. Locking device permits tilter to be 
held in a rigid position for loading, so the whole operation can be done by 
one man. 


Prevent Accidents in Bathtubs 


™ THOUSANDS of people are injured by falls in the bath. In sanitariums this is 
a serious problem, because the bather has the added handicap of age or in- 
firmity. This support is designed to eliminate this hazard of the bath in the 
hospital or sanitariums. It is scientifically constructed with the cooperation of 
an orthopedic surgeon, it provides a two-hand grip of non-slip rubber at the 
right height to permit the bather to stand erect while making his way into and 
out of the tub. 


Bowl Cleaner 


" THIS BOWL cleaner sanitizes, deodorizes and controls the build-up of rust 
and lime deposit in toilet bowls and urinals. It is safe for removing stains 
from bathtubs and washstands with no damage to glaze. Each tablet is indi- 
vidually wrapped for ready-measured use and controlled distribution. 


Breast Pad 


™ SPECIFICALLY for hospital and home use for absorbing excess lactation, these 
pads are anatomically shaped for maximum comfort and freedom from pres- 
sure, They are made of soft absorbent cotton, non-irritating. A non-absorbent * 
facing with a fully sealed circumference rim prevents seepage. 


Unbreakable Glass 


™ THIS GLASSWARE is reputed to outlast ordinary glass, either ovenware or 
tableware, 19 to 1. Its special construction makes it shock resistant, virtually 
unbreakable in ordinary use, and able to withstand oven heat up to 600° 
Fahrenheit. It will not discolor, crack or craze. Should it break the fragments 
are not sharp, dangerous, needle-like slivers. 
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Oxygen Therapy Apparatus ” 
™ THE COMPLETE LINE of oxygen therapy apparatus and accessories is featured in a general cata- ~ 
log released by the Ohio Chemical & Surgical Equipment Co. The attractive, two-color catalog 4 
includes pictures and descriptions of the company’s models, along with lists of the advantages Mc 
claimed for each unit. Among the features are the oxygen tent, re-usable and disposable oxy- 
gen tent hoods, two-state pressure regulators, infant oxygen tent hood and many other items. : \ 
ec 
der 
Piping Insulation 4 
str! 
® PUBLISHED BY THE Pittsburgh Corning Corporation, this eight-page catalog, “Foamglas, the : 
Cellular Stay-dry Insulation for Piping and Equipment”, presents the physical properties of the iis 
unique cellular glass insulation; sizes and shapes available; and suggested thicknesses required for aa 
temperatures ranging from —50° to 800° F. Condensed recommended specifications and photo- str 
graphs of applications make the booklet a reference for engineers, applicators and insulation con- 
tractors. Ste 
\ 
Noiseless Truck Catalog “ 
e 
® THE SECOND SECTION of their truck catalog covering laundry, linen and janitor equipment has just tan 
been published by Jarvis & Jarvis, Inc. This 8-page housekeeping catalog section includes com- “te 
plete descriptions and specifications for cleaners’ trucks, maids’ room service trucks, portable linen “a 
storage trucks and laundry and washroom trucks. con 
cal 
rule 
Floor Maintenance Manual C 
assi 
® A NEW BOOK on floor maintenance, designed for the institutional, industrial and commercial : 
fields, has been published by Trade Press Publishing Company. This 184-page book describes in ae 
detail the nature of the different types of popular floor and floor coverings, their installations and a 
care. It also includes formulae and instructions for the removal of the more common stains and - 
describes methods for making repairs to damaged floors. It suggests which type of floor is best S 
adapted for certain locations and, besides telling how to preserve and beautify floors, it lists many wel 
things which should not be done lest the floor be damaged thereby. The manual is a compilation of eo 
articles on floors written by recognized authorities in that field, the result of years of experience 
and research, to which has been added the various data of the different manufacturers and by ” 
the official associations of the different floor industries. 
Surface Materials 7 
| 
© WHERE SURFACES get hard usage, an attractive, sturdy material is needed. This booklet issued by = 
Formica shows in case histories how this material is especially adapted to areas that must take a a" 
constant beating, such as laboratory table tops, counters and desks. ao 
BY, 
Hospital Architectural and Engineering 
4) 
® THIS BROCHURE is offered by a firm of nationally known hospital consult- (4h 
ants in this field. ' 
(ay 
Management Bibliography ———— (5//, 
® PREPARED By the Veterans Administration particularly for the Interagency VA = sort. (7, 
Institute for Federal Hospital Administrators, this book contains a list of I aA 
books and articles of interest to the administrator. The items are grouped [; (al 
under such categories as Public Relations, Hospital Safety, Nursing, and are . 
listed alphabetically by author. 
i "eV, 
Examination Table Paper Roll i on 
® A FouR-PAGE folder issued by Veratex Professional Products Co. describes The 


the features of this examination table paper roll. The paper, besides coming 
in three colors, is said to be strong, soft and warm, quiet and economical in 
price. 
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SHOPPING AROUND 
Continued from page 106 


Notify supplier of cylinder if any condi- 
tion has occurred which might permit any 
foreign substance to enter cylinder or 
valve, giving details and cylinder number. 

Do not place cylinders where they might 
become part of an electric circuit. 

Cylinders should be repainted only by 
the supplier. 

Compressed gases should be handled 
only by experienced and properly instructed 
persons. 


Moving Cylinders 


Where caps are provided for valve pro- 
tection, such caps should be kept on cylin- 
ders when cylinders are moved. 

Never drop cylinders nor permit them to 
strike each other violently. 

Avoid dragging or sliding cylinders. It is 
safer to move large cylinders even short 
distances by using a suitable truck, making 
sure that the cylinder retaining chain or 
strap is fastened in place. 


Storing Cylinders 


Wherever cylinders of medical gases are 
stocked by hospitals, doctors or distributors, 
the question of storage is of great impor- 
tance. Many cities have local ordinances 
regulating the storage of medical gases. 
Persons storing medical gases should be 
familiar with these ordinances and fully 
comply with them. In the storage of medi- 
cal gas cylinders it is recomended that the 
rules listed below also be followed: 

Cylinders should be stored in a definitely 
assigned location. 

Full and empty cylinders should be stored 
separately with the storage layout so 
planned that cylinders comprising old stock 
can be removed first with a minimum of 
handling of other cylinders. 

Storage rooms should be dry, cool and 
well ventilated. Where practical, storage 
room should be fireproof. Storage in sub- 
surface locations should be avoided. Stor- 





Style 
Cylinder 
& 


Carbon 
Dioxide 


Approximate 
Dimensions’ 





age conditions should comply with local 
and state regulations. 

Cylinders should be protected against 
excessive rise of temperature. Do not store 
cylinders near radiators or other sources of 
radiant heat. Do not store cylinders near 
highly flammable substances such as oil, 
gasoline waste, etc. Keep sparks and flame 
away from cylinders. 

Do not store reserve stocks of cylinders 
containing flammable gases in the same 
room with those containing oxygen or 
nitrous oxide. (It is good practice to in- 
clude cylinders containing carbon dioxide 
in the storage room with those containing 
flammable gases, since carbon dioxide gas 
is in itself a fire extinguisher.) 

Cylinders should never be stored in the 
operating room. 

Small cylinders may best be stored in 
bins, grouped as to the various gases or 
mixtures of gases. 

Large cylinders should be placed against 
a wall to offer some protection against 
being knocked over. They should not be 
placed along an aisle used for trucking 
traffic. The best practice is to provide 
means for a chain fastening of large cyl- 
inders to the wall. 

Be careful to protect cylinders from any 
object that will produce a cut or other 
abrasion in the surface of the metal. Do 
not store cylinders in locations where heavy 
moving objects may strike or fall on them. 
Where caps are provided for valve protec- 
tion, such caps should be kept on cylinders 
in storage. 

Cylinders may be stored in the open but 
in such cases should be protected against 
extremes of weather and from the ground 
beneath to prevent rusting. During winter, 
cylinders stored in the open should be pro- 
tected against accumulations of ice or 
snow. In summer, cylinders stored in the 
open should be screened against continuous 
direct rays of sun. 


Cylinders should not be exposed to con- ; 


tinuous dampness and should not be stored 
near corrosive chemicals or fumes. Rusting 
will damage the cyinders and may cause 
the valve protection caps to stick. 

Never store cylinders where oil, grease, 


Cyclo- 


propane Ethylene Helium 


Nitrous 
Oxide’ Oxygen’ 


or other readily combustible substance may 
come in contact with them. Oil and certain 
gases such as oxygen or nitrous oxide may 
combine with explosive violence. 

Cylinders should be protected against 
tampering by unauthorized individuals. 

Valves should be kept closed on empty 
cylinders at all times. 


Withdrawing Cylinder Content 


Never attempt to use contents of a cyl- 
inder without a suitable pressure regulating 
device. Pressure regulators are preferred 
for reducing pressure from cylinders. If 
needle valves are used, particular attention 
shall be given to preventing excessive pres- 
sure from building up beyond the needle 
valve. 

Do not remove valve protection cap until 
ready to withdraw contents or to connect 
to a manifold. 

Where compressed gas cylinders are con- 
nected to a manifold, such a manifold 
must be of proper design and equipped 
with one or more pressure regulators where 
necessary. 

After removing valve protection cap, 
slightly open valve an instant to clear 
opening of possible dust and dirt. 

When opening valve, point the outlet 
away from you. Never use wrenches or tools 
except those provided or approved by the 
gas supplier. Never hammer the valve wheel 
in attempting to open or to close the valve. 

Regulators, pressure gages and manifolds 
provided for use with a particular gas or 
group of gases must not be used with cyl- 
inders containing other gases. 

It is important to make sure that the 
threads on regulators or other auxiliary 
equipment are the same as those on cyl- 
inder valve outlets. Never force connections 
that do not fit. 

After attaching regulator and before cyl- 
inder valve is opened, see that the regu- 
lator is turned to the off position. In the 
case of regulators equipped with a pressure 
adjusting screw this is accomplished by 


Please turn to page 118 
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Dioxide- 
Oxygen 
Mixtures 


Helium- 
Oxygen 
Mixtures 
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*(1) These figures were not currently in use at the time of publi- 
cation of this pamphlet. They represent maximum filling limitations 
based on 68% filiing density and minimum cylinder volumes as 
follows: B—84 cu. in., D—168 cu. in., E—275 cu. in., F—900 cu. in., 
M—1320 cu. in., G—2300 cu. in. and H—2640 cu. in. 

(2) H cylinders of 2640 cubic inch volume may be charged with 
64 Ibs. 6 oz. (4200 gallons) of nitrous oxide. 


Table I 





**Varies with composition of the mixture. 

i “Oxygen is also supplied in styles "H" or "K" cylinders, 

i 5!" containing 220 - 244 cubic feet of gas. 

‘The approximate dimensions given are for the cylinder less valve. 
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Classified Advertising 





Classified Advertisement Rates 75c per line, minimum charge $1.50. 
Cash with order. Figure all cap lines (maximum two) 33 letters and 
spaces per line; upper and lower case 40 per line. Add two lines for 
box number. Deadline for February issue is December 28. 
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Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


ADMINISTRATOR: 150 bed hospital, new 
building, mid-west. (b) 140 bed_ hospital, 
Ohio; college town. (c) 75 bed hospital, West 
Virginia. (d) 300 bed hospital, western medi- 
cal center; to $15,000. 


ASSISTANT ADMINISTRATOR: 200 bed 
hospital, east; purchasing, — expe- 
rience. (b) 375 bed hospital, Ohio. Salary 
$8500. (c) 120 bed hospital, west coast. (d) 
300 bed Sisters’ hospitals, South, Ohio. 


ACCOUNTANT: 700 bed hospital, Ohio. 
(b) 140 bed hospital, New York State. (c) 
Maryland. $6500. 


DIRECTORS OF NURSING’ EDUCA- 
TION: To $7,000. (b) Directors, Nursing 
Service. (c) In-Service Co-ordinators. (d) 
Anesthetists. 


MEDICAL RECORD LIBRARIAN: 100- 
250 bed hospitals, to $400. (b) Technicians; 
Laboratory; X-ray. (c) Pharmacists. ) 
Dietitians; east, mid-west, south. 


EXECUTIVE HOUSEKEEPER: 200 bed 
hospitals, Mass., Ohio, Maryland. (b) large 
mid-west hospitals. 





SOCIAL SERVICES DIRECTOR 


Southern Calif. County 500 bed hosp.; $5,658- 
$6,708 plus paid vacations, sick leave, civil 
service status, part-paid medical care plan 
and retirement. ‘fen member dept. ——— 
should have four years’ social work exper. 
two years in supervisory capacity, Some sub- 
stitutions acceptable. County Civil Service 
Dept., 236 Third St., San Bernardino, Calif. 





INSTRUCTOR FOR NURSES’ AIDES: 
General Hospital treating men, women and 
children. 128 adult and pediatric beds plus 24 
bassinets. 40-hour week. Salary open. Apply 
Director-Woman’s Hospital, 1940 East 101st 
St., Cleveland 6, Ohio. 





LIBRARIAN: Medical Kecord — Registered. 
To assume charge of Record Room 135 bed 
general “wy 40 hours. Salary open. Con- 


tact Miss A. Cooper, Woman’s Hospital, 
Cleveland, Ohio. 





ASSISTANT ADMINISTRATOR for large 
municipal hospital. We are seeking the serv- 
ices of an individual with a master’s degree 
or its equivalent plus two years of experience 
in hospital administration including one year 
in an administrative capacity in a large in- 
stitution. The beginning salary is $6,480; 
maximum of $8,140 in five years; an upward 
revision is expected in 1957; many substantial 
fringe benefits in addition. Contact Mr. M. 
Rodzenko, Administrator, Philadelphia Gen- 
eral Hospital, 34th Street and Curie Avenue, 
Philadelphia 4, Pennsylvania. 





SUPERINTENDENT OF NURSES: _150 
bed general hospital. Fully approved by Joint 
Commission on Accreditation. Metropolitan 
area. Northeast, Ohio. Suitable experience re- 
quired. No training school. Salary open. Ap- 
ply Box E-3, Hospital Management, 105 W. 
Adams St., Chicago 3, Ill. 





ZINSER PERSONNEL SERVICE 
Anne V. Zinser, Director 
Suite 1004 — 79 W. Monroe 
Chicago 2, Illinois 


We have splendid openings for Directors of 
Nurses, Instructors, Supervisors, Dietitians, 
Medical Technicians, Staff Nurses. If you 
are looking for a position, write us. 
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SHAY MEDICAL AGENCY 
55 East Washington Street, Suite 1935 
Chicago 2, Illinois 


EXECUTIVE PERSONEL: (a) Assistant 
Administrator. 200 bed hospital. Near Chicago. 
(b) Administrative Assistant. Calif. 100 bed 
hospital. Excellent opportunity for advance- 
ment. $6000. (c) Administrative Assistant. 
West. Large Institution, Prefer woman. 
7200. (d) Personnel Director. California. 
ome public relations experience _ helpful. 
$7200. (e) Assistant Administrator. East — 
near N.Y. City. 200 bed hospital. (f) Person- 
nel Director. Middle West. 300 bed hospital. 
Minimum of 2 years hospital personnel ex- 
perience. (g) Business Manager. Strong in 
accounting. 500 bed hospital in city of about 
75,000. (h) ecnesing Agent. Good hospital 
experience. Middle est. 450 bed hospital. 
(i) Assistant Administrator. Man or Woman. 
Middle West. 75 bed _ hospital. $5200. (j) 
Assistant Controller. Middle West. 325 bed 
hospital. $7000 up. 


DIRECTORS OF NURSES: (a) Middle 
West. 200 bed hospital. Inaugurating research 
pe bag for “Better Patient Care”. Nursing 
ervice and Nursing Education are separate 
divisions. $6500. (b) East. Large hospital. 
Will have two assistants to be chosen by 
yourself. $7,000-$10,000 plus 4 room furnished 
apartment — television, Hi-Fi record player, 
etc. (c) Middle East. 150 bed hospital. De- 
ree not required. $6000 plus ners. (d) 
ducational Director. 350 bed hospital in 
middle east city of 100,000. $6000-$7000. (e) 
South. 250 bed hospital in city of 90,000 with 
oe educational and cultural facilities. 


PUBLIC HEALTH NURSES: Organization 
has openings for nurses willing to i where- 
ever needed on a world-wide basis. Will have 
complete charge of public health programs. 
Degree, plus one year public health nursing 
required. $4650 plus allowances, etc. 





GRADUATE NURSES: General duty and 
operating room. Hospital located on univer- 
sity campus. Salary $300.00 per month plus 
departmental and shift premiums. Apply Di- 
rector of Nursing, Palo Alto Hospital, Palo 
Alto, California. 





ASSISTANT ADMINISTRATOR: with po- 
tential advancement to administrator soon. 
Box No. A-3, Hospital Management, 105 W. 
Adams St., Chicago, Illinois. 





WANTED — REGISTERED NURSE 
ANESTHETIST 50 bed new modern hospital. 
Pleasant working conditions, good personnel 
policies. Adequate provision for week-ends 
and days off. Two weeks paid vacation at 
end of year. Salary open. State age, training 
and experience. Apply Box A-2, Hospital 
‘circa 105 . Adams St., Chicago 3, 





STAFF DIETITIAN: Therapeutic (A.D.A. 
member) to supervise tray service and re- 
lated employees and patient contact for hos- 
pital completing expansion to 500 beds. En- 
tirely new department. Dietetic program in- 
tegrated with approved school of nursing. 
Affiliated with medical research institute. Sick 
leave, Social Security, hospitalization insur- 
ance, 40 hour week, 2 weeks vacation, 6 holi- 
days, etc. Contact Miss Rosemary Brown, 
Dietitian Director, Toledo Hospital, Toledo 
6, Ohio or telephone to Lawndale 1121. 





POSITIONS OPEN 





THE MEDICAL BUREAU 
900 North Michigan Avenue 
Chicago 11, Illinois 
Burneice Larson, Director 


ADMINISTRATOR: Voluntary general hos- 
pital, 160 beds, affiliated well known group; 
university city, Midwest; $12,000. 


ADMINISTRATIVE ASSISTANT: Foreign 
assignment; Master’s, Hospital Administra- 
tion; minimum two years experience; $9300, 
maintenance, tax free. 


DIRECTOR, NURSING: leading hospital 
for children; outstanding opportunity for re- 
sponsible person with initiative; strong ad- 
ministration support; $10,000. 


DIRECTOR, SCHOOL & SERVICE: 250 
bed general hospital; exceptional nursing and 
medical staffs; university city, East; $8000. 


FOOD SERVICE DIRECTOR: 500 bed 
hospital; expansion program; university city, 
medical school. Midwest; $9000. 


PERSONNEL DIRECTOR: 600 bed general 
hospital; vicinity New York City. Top salary. 


PURCHASING DIRECTOR: excellent op- 
portunity; 200 bed hospital increasing to 
350; select necessary equipment, etc.; degree 
required; Midwest college town. 





ASSISTANT MEDICAL RECORD LIBRAR.- 
IAN — 650 bed general hospital, I.B.M., 
Terminal Digit and Soundex Procedures. Op- 
portunity for woman with initiative. 40 hour 
week. Beginning salary: registered $4,495, 
unregistered $4,200. Increases merited. Social 
Security, three weeks vacation and_ liberal 
sick leave policies. Apply Personnel Director, 
Harper Hospital, Detroit 1, Michigan. 





DIRECTOR OF NURSES, EXPERI- 
ENCED, no degree necessary. No school, 140- 
bed approved hospital. Social Security and 
hospital retirement plan. Private apartment 
available. Attractive salary. Population over 
65,000. Also wanted, Night Supervisor; 15- 
bed Pediatric Head Nurse. Apply Administra- 
tor, Fort Hamilton Hospital, Hamilton, Ohio. 





POSITIONS WANTED 





Interstate Medical Personnel Bureau 
333 Bulkley Building, Cleveland, Ohio 
Miss Elsie Dey, Director 


PERSONNEL DIRECTOR: B. S. Degree. 
Major, Psychology; Economics. 2 years ex- 
perience. 


ASSISTANT ADMINISTRATOR: Degree, 
Hospital Administration, 1955. 1 year Admin- 
istrative Assistant, 200 bed hospital, east. 
Mid-west considered. 


ASSISTANT ADMINISTRATOR: B. S. 
Degree, Business Administration. 4 years ex- 
erience as Management Analyst. At present 
usiness Manager, 400 bed hospital. Will 
consider Clinic Management. 


ADMINISTRATOR: Age: 40 years. Mem- 
ber, ACHA. 10 years Administrative Officer, 
300 bed hospital. 


ADMINISTRATOR: FACHA. 10 years 
Business Administrator, large Ohio hospital. 
8 years Director, 300 bed hospital, mid-west. 
Experienced in directing building programs; 
hospital consultant. 


DIRECTOR, NURSING SERVICE: Courses, 
Nursing Administration, University of Chi- 
cago; Degree. 15 years Director of Nursing, 
150-300 bed hospitals. 


R.N. ADMINISTRATOR: MACHA. 5 years 
mma sep private hospital, east. Availa- 
e. 


EXECUTIVE HOUSEKEEPER: College 
credits; 4 years Personnel Clerk; 6 years Ex- 
ecutive Housekeeper, 250 bed hospital, east. 
Outstanding executive. 
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POSITIONS OPEN 





ADMINISTRATORS: (a) Med; 300 bd san: 
$12,000; if qual, also serve as county phy; 
$15,000; Calif. (b) Gen hosp 300 bds; lovely 
twn, 60,000, univ cntr; So. (c) 240 bd JCAH 
gen hosp; Pac coast. (d) 200 bd gen hosp; 
Central Amer; staffed by Amer Dipls. (e) 
CAH, vol gen hosp, 150 bds; well-endowed 
Io its charity wk; req one well qual Pub 
Rel; univ city; MW. (f) Med or non med; 
univ hosp, 700 bds; reqs mature man, pref 
FACHA. (g) Well qual man of Jewish re- 
ligion; Hosp & Home, both med size; gd sal, 
home & full family mtce; lge city; W. 


ASSISTANTS: (a) 225 bd vol gen hosp; 
tche prog; attrac twn 60,000 on ocean, W. 
(b) Only gen vol_hosp in county; 100 bds; 
expansion prog; (c) Pref Presbyterian, 
300 bd tchg vol gen hosp; to become Adm 
new allied 60 bd hosp, completion 1 yr; $600 
mo, 3 mos, then $650, increasing, $700, as 
Adm; ages 35-50; W-coast. (d) 325 bd 
vol genl hosp; res prog; univ twn 75,000; 
Mid-S. (e) Pref under 30; consider older; 
vol, chronic vol hosp, 100 bds; increasg 50 
bds; lge univ city. (f) Pref member ACHA; 
500 bd vol gen hosp; Central Amer seaport; 
transportation, $10,000 up; exc housg avail; 
2 mo leave; may accumulate 4 mo _ semi- 
annually. (g) Asst, short time, then Assoc 
dir; children’s hosp, 200 bds; will succeed 
pres dir upon retirement; univ city; W. Mtns. 





POSITIONS WANTED 





ADMINISTRATOR: (aa) Medical; 5 yrs 
tchg, med; 4 yrs, med dir, 200 bd univ hosp; 
FACPA. 

ADMINISTRATOR: (a) 16 yrs exper; seeks 
warm climate; size not import, but must 
exceed 100 bds; past 4 yrs, adm 350 bd gen 
hosp; Norwegian; late 40’s excel recom- 
mendations; member ACHA. 


ADMINISTRATOR: (b) AB, MS (admin) ; 
1 yr USNS (hosp admin); Bethesda; 2 yrs 
adm, 60 bd gen hosp; 3 yrs, adm 100 bd gen 
hosp; member Natl Assoc, Hosp Accountants ; 
member, ACHA; Prefers South or West. 
ADMINISTRATOR or ASSISTANT: (c) 
MHA; 5 yrs adm, gen vol hosp, 140 bds; 
might consider assistantship, hosps 400 bds 
up; immed avail; excel references. 


ANESTHESIOLOGIST: (d) 8 yrs success- 
ful priv prac, anes & attendant anes, 600 bd 
7 Pomme now req’s warm climate; Dipl; 


PATHOLOGIST: (e) 29; Dipl, Path anato- 
my; trnd univ hosps; 2 yrs on faculty univ 
ry schl & chief, lab, servg 300 bd hosp; 


PATHOLOGIST: (f) 35; Dipl, both branch- 
es; 4 yrs, assoc path, tchg hosp, 600 bds; 
qual atomic med, hematology. 


PURCHASING DIRECTOR: (g) BA; past 
6 yrs, purchasing agent, inventory control, 
200 bd hosp; fine man in late twenties; 
widower; seeks hosp 250-400 beds. 
RADIOLOGIST: (h) Outstand’g specialist ; 
exceptionally qual, rad therapy; Dipl, both 
branches; long successful priv pract & med 
school faculty member. 








When replying to blind advertise- 
ments, please address your envelope 
like this: 

Box No. —— 

Hospital Management 

105 W. Adams St. 

Chicago 3, Ill. 
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POSITIONS OPEN 


NURSES: Central Service, O.R. and Re- 
covery Room, acute general and special sur- 
gery. Starting salary $3,500. Regular in- 
creases; diff. afternoon, nights. Also advanced 
positions in education & service. Full infor- 
mation — Write: Supt. of Nurses, Goldwater 
Memorial Hospital, New York, N. Y. (Mu. 
8-3500) 








THERAPEUTIC DIETITIAN, ADA. Start 
$325 per month with additional consideration 
for experience. 450 bed voluntary teaching 
general hospital. Pacific Northwest, specialty 
staff with interns and residents. School of 
Nursing and_centralized food service. Apply 
Director of Dietetics, Good Samaritan Woo 
pital, Portland 10, Oregon. 





LIBRARIAN: Registered Medical Records 
Librarian, to head department. Also, opening 
for assistant to chief of department, in ac- 
credited hospital of 296 beds and 36 bassi- 
netts. 40 hour week and salary open. Apply to 
Administrator, The Williamsport Hospital, 
Williamsport, Pennsylvania. 








FLA. BAIRD ASSOCIATES 
LIMITED 
MANAGEMENT CONSULTANTS 
Toronto 5, Ontario 299 Davenport Road 


Chicago 11, Illinois 612 North Michigan Avenue 
New York 1, N.Y. 10 West 33rd Street 














“EVERYTHING FOR THE ARTIST’ 
Write for free copy on your hos- 
pital or professional letterhead. 

Mail to 
Dept. HM-1 


¢ 
AKTEST Surrey co 


6408 WOODWARD AVE 
GETROIT 2, MICH 





@ Good food service is good public relations. 

@ Food service counts for nearly a quarter of 
total hospital expense. 

@ Today, administrator makes the most 
recognizable decision in cutting expenses 
with Meals-on-Wheels labor saving system 
—a system that quickly pays for itself— 
and keeps on saving. 

For complete details write to 


Meals-on- Wheels 


3 SYSTEM 


Dept. U 
5001 E. 59th 
Kansas City 30, 
Missouri 








Why Faucets Leak 


Faucet washers, when fastened with 
TOO LONG or SHORT screws — as in 
“9 out of 10” replacements by best me- 
chanics — quickly work loose, destroy 

themselves! Note Nylon plug — — locks 


“SEXAUER” finds 
the auawer—atter ; screws es 





34 years research 

Now, NEW Pat’d. | 
“Sexauer” SELF- | 
LOCK screws, 
with expanding 
NYLON PLUG} 
imbedded: in the 
threads, fasten | 
and lock at correct 
depths AUTO- 
MATICALLY, 
hold faucet washer 
firmly. Made of 
rust and corrosion | 
resisting Monel, | 
heads won’t twist 
off, screw slots 
won’t distort; they 
can be used over and over. 

When installed with NEW Pat’d. 
“Sexauer” EASY-TITE faucet washers, 
this combination outlasts past faucet 
repairs “6 to 1”! 

EASY-TITES are made of super- 
tough, pliable duPont compound 
(neither rubber nor fibre) to withstand 
super-hot water and make tight even on 
worn, corroded seats. They are further 
reinforced with a vulcanized layer of 
Fiberglas to resist distortion and split- 
ting from shut-off squeeze. 

The hidden costs of faucet leaks! 
As authenticated by Hackensack, N. J. 
Water Co. and American Gas Associa- 
tion, stopping just ONE pin-hole 
(1/82") size leak can reduce water 
waste 8,000 gal. monthly. Stopping a 
hot water.faucet “drip” can result in 
water and fuel saving of over $7.58 
QUARTERLY—plus material and labor 
costs and costly fixture replacements! 

That’s why thousands of Government 
Agencies, Housing Projects, Hospitals, 
Colleges, Schools, Manufacturers, Ho- 
tels, Realties and Utilities — country 
wide—look to“SEXAUER” Technicians 
skilled in plumbing maintenance know- 
how. They are trained to determine 
stock levels thru complete SURVEYS 
of actual fixtures in service and to in- 
stall stock systems that avoid over- 
stocking and shortages. 


NEW SELF-LOCK SCREWS and EASY- 
TITE faucet washers are just part of 
the “SEXAUER” line of over 3000 
TRIPLE-WEAR plumbing repair parts 
and Pat’d. precision tools. 

A “SEXAUER” Technician in your 
vicinity will make our NEW, 126 pg. 
Catalog H available and gladly consult 
with you regarding your plumbing 
maintenance problems without obliga- 
tion. Write today! 





Note Fiberglas backing —-— 
resists closing squeeze 


J. A. Sexauer Mfg. Co., Inc. Dept. AF-17 : 
2503-05 Third Ave., New York 51, N.Y, * 


Gentlemen: Please send me a copy of your 
NEW, 126 page Catalog H. 





Company or Institution 


For more information, use postcard on page 107. 
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* 
EVERYBODY likes Wipettes! 


Order from your surgical, hospital 
or pharmaceutical supply house. 
SANITARY PAPER MILLS, Inc 

E ast H +f a 








Why Do Most 
LABORATORY WASH 
KITCHENS Use 
BIO-LAB 


Tested Lakeseal 


Quality Product USEFUL 


Send for booklet, ‘Profes- 





sional Cleansing”, and learn 
why BIO-LAB and its 
twin BIO-MACHINE ore 
unique in their field : : Lake- 
seal technicians have worked 
out efficient pattern for hos- 
pital and laboratory wash 
room techniques. 








FINGER LAKES 
CHEMICAL CO. 


Etna, New York 


Organization 
Address 

















SHOPPING AROUND 
Continued from page 115 


turning the screw counter-clockwise until it 
is free. 

Never permit gas to enter the regulating 
device suddenly. Open the cylinder valve 
slowly. 

Before regulating device is removed from 
a cylinder close the cylinder valve and re- 
lease all pressure from the device. 

Always close valves in empty cylinders. 


Transfilling Cylinders 


There are serious hazards involved in 
transferring compressed gas from large cyl- 
inders to small cylinders. The Compressed 
Gas Association, Inc., recognizes these haz- 
ards and in past communications with hos- 
pital executives and professional anesthe- 
tists has urged that the practice of re- 
charging small cylinders in hospitals be dis- 
continued. This recommendation has also 
been made by the National Fire Protection 
Association, which in its Pamphlet No. 56, 
entitled Safe Practice for Hospital Operat- 
ing Rooms, published in 1954, stated 
“Transfer of gas from one cylinder to an- 
other on the hospital site or by hospital 
personnel should be prohibited." 

In the interests of public safety, the 
Compressed Gas Association, Inc., urges 
that cylinders be returned to charging 
plants for refilling under recognized safe 
practices, and calls your attention to the 
following: 

The hazard of overfilling small cylinders 


' is always present when the charging is done 


by inexperienced operators who lack ade- 
quate knowledge of proper filling pressures 
and properties of the gas being handled. 
Filling pressures and densities vary for cyl- 
inders of different manufacturers and own- 
ers, even though their sizes appear to be 
the same. Overfilling may result in cylinder 
rupture and damage. All operations in- 
volved in the transfer of high pressure 
gases from one container to another require 
experienced supervision and equipment 
maintenance of a high degree in order to 
avoid personal injury and property damage. 

Unless proper precautions are taken, a 
dangerous mixture of gases may occur 
when charging one cylinder from another. 
Manufacturers report that each year there 
are returned to them many cylinders which 
apparently are empty but which actually 
contain ether or flammable gases, or are 
partially charged with a gas other than that 
originally shipped. Intermixture of flam- 
mable and oxidizing gases may cause a 
serious explosion. To avoid this manufac- 
turers have established definite procedures 
and have provided special equipment for 
the thorough cleaning and preparing of 
all medical gas cylinders before they are 
recharged. 


Cylinders which have been used for one 
type of gas may inadvertently or with in- 
tent be recharged by inexperienced or im- 
properly trained operators with a gas other 
than that originally or last contained in the 
cylinder. Such practice will definitely cause 
contamination and may introduce a serious 
explosion hazard as well. 


The importance of purity of medical 
gases cannot be overemphasized. This is 
recognized by the fact that the sale and 
distribution in Interstate Commerce of 
gases which are adulterated or may be in- 
jurious to health are prohibited by the 
Federal Food, Drug and Cosmetic Act. 
Medical gas manufacturers are required to 
supply compressed gases labelled in ac- 


For more information, use postcard on page 107, 


cordance with the requirements of this 
Federal Act, and to furnish such gases in 
full compliance with standards of purity 
prescribed by the Pharmacopoeia of the 
United States. Many states have similar 
laws affecting local distribution. The trans. 
fer of medical gases from one cylinder to 
another by inexperienced persons may ad... 
versely affect purity. 


Safety relief devices, valves and parts 
must be inspected at frequent intervals to 
insure safe operation, and repairs or re- 
placements made when defects are found, 
Manufacturers regularly engaged in the 
production of gases are best equipped to 
perform this essential maintenance work, 


MEDICAL GASES EQUIPMENT 


Standard Sizes and Capacities of 
Medical Gas Cylinders 


Medical gases are supplied in standard 
cylinder styles having the dimensions and 
capacities as shown in Table I. 


Valve Outlet Connections and 
Adapters 


Detailed, dimensioned drawings of stand- 
ard and alternate standards compressed 
gas cylinder valve outlets and adapters 
have been prepared by the Compressed 
Gas Association, Inc. and recognized by 
the American Standards Association and 
Canadian Standards Association as Ameri- 
can and Canadian Standards, respectively. 
These drawings are published in CGA 
Pamphlet V-1, Compressed Gas Cylinder 
Valve Outlet and Inlet Connections, ob- 
tainable for $1.50 per copy from Com- 
pressed Gas Association, Inc., 11 West 42 
Street, New York, N. Y. 


Regulators 


The purpose of a regulator is to reduce 
the pressure of the gas as it issues from 
the cylinder to a usable pressure, and to 
control the flow of the gas. Other terms 
are often used erroneously for the regulator, 
including such names as "gage" and 
"valve". A “valve' is defined as a move- 
able mechanism which opens and closes a 
passage. This term usually refers to the part 
on top of the cylinder to which the regula- 
tor is connected. 

A "gage" is defined as an instrument 
of measure, and most regulators are 
equipped with two gages. The gage near- 
est the cylinder measures the pressure of 
the gas in the cylinder in pounds per 
square inch. The other gage may register 
the reduced or working pressure, usually in 
pounds per square inch or it may measure 
the rate of discharge or flow of gas from 
the regulator in liters or gallons per minute. 

There are several methods of controlling 
the flow of gas from the regulators, the 
most common being by means of an ad- 
justing screw on the bonnet of the regu- 
lator. a 


The above material is reprinted 
by permission from Pamphlet P-2 
of the Compressed Gas Association, 
Inc. New York, N. Y. 


In the February issue of this jour- 
nal, we are planning an article on 
therapeutic gases. 
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